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Abstract 
Background: Over 800 women die from preventable causes related to pregnancy and 
childbirth every day, almost all of them in low and middle-income countries. Human 
resource constraints, both in terms of numbers and quality, are at the core of the problem. 
Task shifting is an approach designed to address the crisis in human resources for health.  
In 2015, Myanmar reported a maternal mortality ratio of 282 per 100,000 live births with 
only 14 health care providers per 10,000 people, well below WHO recommendations of 23 
health care providers. Currently in Myanmar, most babies are born without the assistance of 
a skilled birth attendant (e.g. a midwife), a situation believed to be a major contributor to 
high maternal and newborn mortality. The Ministry of Health and Sports trains and deploys 
a cadre of volunteers, called auxiliary midwives (AMWs) to provide maternal and newborn 
care in areas without skilled birth attendants. This thesis examines the role of AMWs and 
the feasibility and acceptability of task shifting selected interventions to AMWs to improve 
maternal and newborn health care in Myanmar. 
Methods: This research involved two studies. The first was a mixed methods study 
conducted in Magwe Region, Myanmar between July, 2015 and June, 2016 involving a 
survey of 262 AMWs, complemented by 15 focus group discussions (FGDs) with midwives, 
AMWs, mothers and community members and 10 key informant interviews with health care 
providers at different levels within the health care system. This study aimed to understand 
the skills, knowledge and role of AMWs and the feasibility and acceptability of task shifting 
essential maternal interventions to AMWs. A second qualitative study, conducted in Magwe 
and Yangon Regions between June, 2015 and February, 2016, involved 11 FGDs with 
midwives, AMWs and mothers and 16 key informant interviews to explore the feasibility 
and acceptability of a new inhaled formulation of oxytocin currently under development for 
the prevention of postpartum haemorrhage (PPH), and potentially ideal for task shifting to 
AMWs in future.  
Results: AMWs are trusted members of the community and provide preventive, promotive 
and childbirth care in hard-to-reach rural areas. However, in emergency situations involving 
curative care, AMWs are often required to exceed their assigned role. This pressure to 
ii
provide curative care in hard-to-reach rural villages where there is no skilled provider or 
support infrastructure, concerned and frustrated AMWs. Simultaneously, their knowledge 
of danger signs and skills in conducting safe delivery and newborn practices were found to 
be poor. AMWs often work alone in many hard-to-reach villages, and both the community 
and health care providers believe they should be better equipped with the skills needed to 
undertake basic emergency care.  
The research also found that AMWs were capable of being utilised – with proper training 
and supervision – to deliver a package of maternal interventions through task shifting. The 
main interventions identified as feasible and acceptable for task shifting were oral vitamin 
supplementation during the antenatal care period, provision of misoprostol to prevent 
postpartum haemorrhage after childbirth, and the use of oral antibiotics for puerperal 
sepsis during the postpartum period. The study also endorsed the feasibility of introduction 
of an inhalable formulation of oxytocin (currently under development) for use by 
community-based birth care providers in areas lacking electricity and cold storage facilities.  
Conclusion: AMWs are a large body of health volunteers who have been embedded within 
the community and health system in Myanmar for nearly four decades, and enjoy 
widespread community acceptance and trust. The role of this valuable health workforce can 
be optimised through task shifting of essential maternal interventions to provide effective 
care to mothers in rural and remote areas. This will require extensive skills-based training, 
ongoing supportive supervision and strong policy commitment, but if done well, AMWs 
could play an important role towards reducing maternal and neonatal mortality. 
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Chapter One: Introduction and overview of the thesis  
 
In 2013, I travelled to a town in a hard-to-reach area of Myanmar to assess its 
suitability as a setting for a research project. While I was waiting to meet the township 
medical officer in front of the hospital, an old three-wheeled truck (known as a trawlergy) 
arrived. A woman covered in blood stepped down, carrying a newborn baby. Two men were 
struggling to unload a second woman, pale and moribund, in a blanket carrier. Hospital staff 
rushed the woman in the blanket into the emergency department amidst shouts and 
screams. A few minutes later, the woman who had been carrying the baby emerged and sat 
under a big tree in front of the hospital, crying heavily. I went over and held her in my arms, 
trying to comfort her. When she was able to speak, she told me that she was an auxiliary 
midwife (AMW) from a hilly village located nine hours’ walk from the hospital; they were 
very lucky to get a ride in the trawlergy after walking for nearly three hours. As we talked, 
she continued sobbing, telling me how she was scared they would not reach the hospital in 
time to save the other woman and her baby. She described the woman’s prolonged labour 
through the preceding night and how hard it was to persuade the family – and in fact, the 
whole village – that the mother needed specialty care. The baby was born on their way to 
hospital, as they walked through the bushes the bleeding began after the placenta was 
delivered. The AMW had considerable experience of childbirth, but no means to stop the 
woman’s bleeding. Both the mother and the baby survived. Unfortunately, in my country, 
Myanmar, such events are common. 
From that day on I determined to try my best to equip the AMWs working in remote 





start of my personal journey towards my PhD, in which I sought to document the positions 
of AMWs in the communities they serve; how the community and health care providers 
understand and expect AMWs to undertake their roles and responsibilities; and what is 
needed to equip them with the competencies to save the lives of women and children in 
hard-to-reach areas of Myanmar.  
1.1 Outline of the thesis 
 
The thesis has eight chapters. Chapter one provides an introduction, background and 
overview of the thesis. It gives a brief description of maternal mortality, its causes and 
interventions to prevent it, the concept of task shifting, brief background to Myanmar and 
history of AMWs; it also presents the rationale for conducting this study. Chapter two 
contains a synthesis of the literature on task shifting, with emphasis on task shifting of 
essential maternal interventions using community-based health workers. It also provides a 
summary of research findings on AMWs and gaps in research on AMWs in Myanmar, and 
the objectives of the study. Chapter three describes the methods used in the study and 
ethical considerations. Chapters’ four to seven present the integrated findings for each 
research objectives (in the form of three articles published in peer-reviewed journals and 
two still under review). Chapter eight, the discussion chapter, consists of an integrated 
discussion of the studies conducted to fulfil the objectives and the recommendations arising 
from the study findings. It includes health system factors to consider for implementation of 
maternal interventions in Myanmar. The chapter concludes with recommendations 







1.2 Background  
1.2.1 Maternal mortality  
 
Maternal mortality remains a global health challenge in spite of considerable efforts 
to prevent it. An estimated 303,000 maternal deaths occurred in 2015, of which 99% were 
in low and middle-income countries (LMICs).(4) More than half of these deaths occurred in 
sub-Saharan Africa, and almost one third in South Asia. In 2015, the maternal mortality ratio 
(MMR, maternal deaths per 100,000 live births) across LMICs was 239, compared to just 12 
in high-income countries (HICs).(4) This uneven distribution is even more pronounced if the 
poorest nations and rural and remote areas are compared to wealthy countries.  
Myanmar is a South East Asian country with a population of 51.4 million (in 2014).(5) 
The MMR is 282 per 100,000 live births, much higher than in neighbouring countries such as 
Thailand (20) and Vietnam (54).(4, 5) There is also a wide difference between the rural and 
urban areas of the country, with MMRs of 310 and 193 respectively. There is also variation 
among the 15 states and regions into which the country is divided. The regions with highest 
MMRs are Chin State (357), Ayeyawady Region (354) and Magway Region (344) (see Figure 
1).(5)  
Definition and causes of maternal death  
According to the International Statistical Classification of Diseases and Related 
Health Problems, Tenth Revision (ICD-10), maternal death is  
the death of a woman while pregnant or within 42 days of termination of pregnancy, 
irrespective of the duration and site of the pregnancy, from any cause related to, or 
aggravated by, the pregnancy or its management but not from accidental or 





Figure 1: Maternal mortality ratios, union (national), urban and rural, and states and regions of Myanmar 
Source: Department of Population (2016) (7) (page 20) 
 
Most maternal deaths are due to complications during and following pregnancy and 
childbirth. The major complications, that account for nearly 75% of all maternal deaths, are 
severe bleeding (mostly bleeding after childbirth); infections (usually after childbirth); high 
blood pressure during pregnancy (pre-eclampsia and eclampsia); complications from 
delivery; and unsafe abortion (Table 1).(8) Other causes are diseases and conditions that 
worsen as a result of pregnancy such as malaria, Acquired Immune Deficiency Syndrome 














































































Source: Say et al. (2014) (8)  






Data relating to causes of maternal mortality in Myanmar are scarce. According to 
the Nationwide Cause Specific Mortality Survey conducted in 2004–2005, the leading direct 
causes of maternal mortality in Myanmar were postpartum haemorrhage (PPH) (31%), 
hypertensive disorders of pregnancy including eclampsia (17%) abortion (10%), obstructed 
labour (8%) and puerperal sepsis (7%). The remaining deaths were attributed to other direct 
causes (10%) and indirect causes (17%).(10) 
Most maternal deaths are preventable if women receive timely quality care in the 
event of a complicated labour and delivery. The “3 delays” framework classifies the delays in 
receiving timely quality care into three distinct categories: delays in women and their 
families deciding to seek care, delays in reaching care in time, and delays in receiving 
adequate clinical care once at a health facility (11). The first delay is due to the mother and 
the community failing to recognise life-threatening danger signs and consequently delaying 
seeking care. Mothers and the community not only require knowledge and skill to recognise 
the danger signs but must understand the importance of a timely decision to seek care. 
Seeking care is often delayed by other factors such as cost and lack of trust in facilities. By 
the time the family and the lay health worker (community health workers and auxiliaries) 
recognise the problem, it is often too late. The second delay – reaching a health facility in 
time – is often due to difficulties in geographical access, and costs or lack of transportation. 
The third delay occurs in health facilities. In many resource-limited settings, even when a 
woman with complications arrives at a health facility in time, she may not receive adequate 
care or sufficient treatment due to human resources, technology and commodities being 
insufficient to handle complications needing emergency treatment including haemorrhage, 





too late”, defined as “inadequate resources, below evidence-based standards, or care 
withheld or unavailable until too late to help”, and mentioned that it is most prominent in 
LMICs.(15) (page 1)    
Interventions to reduce maternal death 
Most maternal deaths are preventable if the means to prevent and manage 
complications during and after pregnancy exist. Evidence-based interventions to reduce 
maternal morbidity and mortality are described in Table 2. However, many of the 
interventions require skilled providers with appropriate training in midwifery or obstetric 
care, and some interventions can only be provided in places where comprehensive 
emergency obstetric care (EmOC) services are available.(16) The Global Strategy for 
Women’s, Children’s and Adolescent’s Health (2016–2030) states that receiving optimal 
care around the time of childbirth and during the neonatal period in facilities with 
preventable interventions could prevent 113,000 maternal deaths and 1.3 million newborn 
deaths by 2020.(9, 17, 18) However, despite the effectiveness of the interventions, Prata et 
al. argued that many LMICs still struggle to implement these interventions due to a shortage 
of human resources and financial and other constraints on service delivery, including lack of 
essential medicines and low political commitment.(19) 
1.2.2 The role of human resources for health in reducing maternal mortality 
Many strategies to reduce maternal mortality are centered on who assists women 
during childbirth and where the birth takes place. Koblinsky et al. identified four basic 
models of care for reducing maternal mortality.(20) In Model One, deliveries are conducted 






Table 2: Evidence-based interventions to reduce maternal morbidity and mortality 
Major causes of 
maternal 
mortality 









Halves PPH risk when used routinely for prevention and 
recommended for both prevention and treatment 
(Westhoff et al. 2013, WHO 2012) 
 
Reduces PPH risk and the need for blood transfusion 
and recommended for PPH prevention if oxytocin is not 
available  








Aspirin supplementation  
 
 
Magnesium sulphate  
Halves the pre-eclampsia risk in all women; risk 
reduction is greatest in high-risk women and those with 
low dietary calcium intake (Hofmeyr et al. 2014; WHO 
2013) 
 
Reduces the risk of pre-eclampsia in high-risk women 
(Duley et al. 2007, WHO 2011b) 
 
Reduces the risk of first seizure in women with pre-
eclampsia and recurrent seizures in eclampsia, with a 
trend to reduced maternal mortality (Altman et al. 2002; 
Duley, Gülmezoglu et al. 2010; WHO 2011b) 
Sepsis Prophylactic antibiotics 
at cesarean section 
Reduces risk of wound infection, endometritis and 
serious maternal infectious morbidity (Smaill & Grivell 
2014)  
Source: Adapted from Gülmezoglu et al. (2016) (21), page 117 
 
training in childbirth care. In Model Two, deliveries are conducted at home with a skilled 
birth attendant. Skilled birth attendants are formal health workers (doctors, nurses or 
midwives) who possess the skills to manage most complications of delivery.(22) Model 
Three deliveries are conducted by skilled birth attendants in a facility with basic EmOC, and 
in Model Four, every woman gives birth in a comprehensive EmOC facility with a skilled 
birth attendant. Basic EmOC includes interventions such as administration of intravenous 
anticonvulsant, antibiotics, uterotonics, removal of retained product of placenta, assisted 
delivery and manual removal of placenta; comprehensive EmOC includes all basic EmOC 





Model One is in use in many LMICs; evidence of a resulting reduction in the MMR is 
scarce.(24, 25) Countries which have transitioned to Model Two, Three or Four demonstrate 
reductions in their MMRs to below 50 or less.(20, 26) Malaysia’s success story of training 
community midwives and providing them with effective referral pathways to EmOC facilities 
resulted in a reduction of the national MMR from 200 in 1967 to below 50 in 1986. A well-
functioning health system that supported community-based midwives was a critical 
factor.(26) Model four settings typically occur in HICs, including the United Kingdom and 
United States of America, which have reported MMRs of 9 and 12 respectively since the 
1990s. (20, 26) The attendance of skilled birth attendant at delivery remains the primary 
human resource strategy to reduce MMR; 80% coverage of skilled attendance at delivery 
was predicted to reduce the global MMR to below two third by 2015.(22, 27)  
However, in 2016 one in five births (22%) were still completed without the 
assistance of a skilled birth attendant, representing almost 31 million unattended births.(28) 
According to the 2006 World Health report, achieving 80% coverage for skilled attendance 
during deliveries requires 22.8 health care providers with midwifery skills (doctors, nurses 
and midwives) per 10,000 population.(29) In 2014, according to the WHO, 57 countries were 
facing chronic challenges to achieving adequate human resources for health, most in Africa 
and Asia. Within each country there is also asymmetry in the distribution of health 
professionals, with lower numbers of professionals in rural areas (with the highest need) 
than in urban areas.(30) Coverage of skilled birth attendance across regions differs from 






Myanmar is among the 57 countries experiencing a critical shortage in human 
resources for health, which is causing inadequate provision of essential life-saving 
interventions such as childhood immunisation, safe pregnancy and delivery services for 
mothers, and access to prevention and treatment for HIV/AIDS, malaria and tuberculosis. 
Myanmar has only 14 health care providers per 10,000 population, far below the WHO 
recommended coverage for skilled birth attendant alone.(31) According to the recent 
Myanmar Demographic and Health Survey, Myanmar’s rate of skilled birth attendance is 
60%.(32) There are also significant differences in skill birth attendance between the rural 
and urban areas and between the various geographical regions. In the hilly Chin state the 
skilled birth attendant coverage is estimated at only 39%, compared to 72% in the Yangon 
plain region.(32) Births that are not attended by skilled birth attendants are usually assisted 
by an AMW or a traditional birth attendant in the rural hilly areas, and comprise around 50% 
of all home births.(33, 34) 
At the rural community level in Myanmar, three main cadres of community-based 
birth attendants serve mothers and children: Midwives, traditional birth attendants and 
AMWs. Midwives are skill birth attendants stationed at rural sub-centres and are the 
frontline MCH workers within the government health care system. Many reports highlight 
that midwives were often unavailable in rural and remote areas of the country due to 
geographical, social and economic factors.(33, 34) In 2015 there were only 13,529 midwives 
present in 64,134 villages across the country.(35) Also, midwives are overburdened with 
tasks other than providing antenatal care, safe delivery and post-delivery care services. The 
primary health care burden of midwives is considered a major reason for midwives being 





To assist midwives with their responsibilities and to serve the community in areas 
lacking midwives and replace the traditional birth attendants, AMWs were introduced into 
Myanmar’s health system in 1978.(37) AMWs must be female volunteers with secondary 
education. They receive six months training (three months of theoretical training and three 
months of practical training) from Township Health Departments under the Ministry of 
Health and Sports (MOHS).(38) According to the Department of Public Health, there were 
over 30,000 AMWs in Myanmar at the end of 2015, more than twice the number of 
Midwives.(35) The main tasks of the AMWs are to identify pregnant women, screen for 
danger signs and facilitate early referral, provide health education and counselling on 
nutrition and birth preparedness, and perform normal childbirth under the supervision of 
the Midwives.(39) In many rural and remote areas of the country, AMWs are providing 
homebirths to women with limited access to health facilities and Midwives.(40)   
Evidence shows that women in many LMICs, including Myanmar, are giving birth at 
home without the assistance of a skilled birth attendant.(15, 21, 32) Prata et al. argued that 
although training, deploying skilled birth attendants and upgrading EmOC facilities are 
important long-term strategies, we must not forget the immediate safe delivery needs of 
women in many LMICs who are giving birth at home without the assistance of skilled birth 
attendants. Strategies to rapidly reduce the MMR in these countries include training 
community-based birth attendants in primary and secondary prevention measures such as 
misoprostol administration, family planning and postpartum care, which may benefit the 
poorest and most vulnerable mothers.(41)   
Myanmar’s health system faces formidable human resource constraints, including 





Recent efforts to train and deploy midwives and improve EmOC have been slow due to 
weak health system infrastructure and financial constraints. In recognition of the minimal 
progress made so far, there is now a focus on understanding how to best use existing 
community-based health resources and better use AMWs who are already providing home 
births in hard-to-reach rural areas through task shifting.  
1.2.3 Task shifting in health  
One approach to solving the challenge of unattended births is through task shifting, 
which involves the provision of essential interventions to prevent major causes of maternal 
deaths by community-based maternal health workers.(43) According to the World Health 
Organization (WHO), “task shifting is a process whereby specific tasks are moved, where 
appropriate, to health workers with shorter training and fewer qualifications”.(44) (page 7) 
In a recent article, Perry et al, stated that if services are not extended to those in highest 
need, even the best interventions for maternal and newborn health will have little impact on 
maternal and childhood mortality.(45) Using task shifting to improve the skills of 
community-based health workers who are in close contact with mothers has been 
considered in many LMICs.(15, 46-48)  
In rural areas of Myanmar, where home births are common without skilled birth 
attendants, assistance and access to health facilities is poor, AMWs are an obvious target for 
task shifting. Evidence generated globally has shown that community health workers (such 
as AMWs in Myanmar) can provide essential medication such as misoprostol to prevent PPH 
and other preventive and promotive measures to reduce maternal morbidity and 
mortality.(49-51) However, task shifting requires careful planning and understanding of the 





workers’ roles and responsibilities, relationship and positioning of the health worker within 
the health system, and which task or tasks are to be shifted. Critical considerations also 
include community and health system factors that may affect the implementation of task 
shifting, such as supervision and training, funding resources and implementation policy.(43, 
50, 52, 53)  
1.3 Myanmar, its health system, and auxiliary midwives 
1.3.1 Geography, population and political history 
Geography  
The Republic of the Union of Myanmar, also known as Burma, is one of the largest 
countries in mainland South East Asia. It is bordered by the Kingdom of Thailand and the Lao 
People's Democratic Republic on the east and north-east, by the People's Republic of China 
on the north and north-east, by the Republic of India to the north-west and by the People's 
Republic of Bangladesh to the west. Myanmar covers a land area of 653,508 square 
kilometres.(54)  
The main physical features of the country are the delta region and the central plains, 
which are surrounded by mountains. It falls into three well-marked natural divisions: the 
western hills, the central belt and the Shan plateau on the east. Three parallel chains of 
mountain ranges from north to south divide the country into three river systems, the 
Thanlwin, Ayeyarwady and Sittaung. (55) In the southern plains and swampy marshlands 
numerous rivers and tributaries of these rivers crisscross the land. Myanmar’s mountains 
create regular rainfall for the rice farmers and the rainforest, and protect much of the 
country from cyclones. The country is divided administratively into Nay Pyi Taw Council 





398 towns, 3065 wards, 13,619 village tracts and 64,134 villages.(55) Myanmar has 
abundant natural resources including fertile land, water, forests, coal, mineral and marine 
resources, and natural gas and petroleum.  
Population  
According to the most recent census (2014), the population of Myanmar is just over 
51 million with an annual population growth rate of 0.89%. Population density is 76 persons 
per square kilometre, and there are 93 males for every 100 females. Seventy per cent of the 
population resides in rural areas.(56) Gross domestic product (GDP) per capita is $1,203, 
and Myanmar has a human development index of 0.536, positioning it at 148 out of 188 
countries.(57) 
Myanmar has over 135 ethnic groups but eight major groups. Bamar constitute the 
majority (60%) followed by Shan (8.5%), Kayin (6.2%), Rakhine (4.5%), Mon (2.4%), Chin 
(2.2%), Kachin (1.4%) and Kayah (0.4%). Over 100 languages and dialects are spoken across 
the country, with Myanmar the official language. About 90% of the population is Buddhist, 
with Christians and Muslims constituting about 5% and 4% respectively. (58) 
Political history 
Myanmar was a British colonial possession for more than a century until it was given 
independence in 1948. Parliamentary democracy lasted until 1962, when military rule began 
under General Nay Win, known as the Socialist period. In 1988, severe economic problems 
provoked nationwide demonstrations; on 18 September the military staged a coup and the 
country came under a new military dictatorship, with the constitution suspended.(58)  
In May 2008 a new constitution was ratified in a referendum with 92.4% 





Union Solidarity and Development Party, headed by President U Thein Sein, came to power 
in March 2011. A series of reforms occurred, including the release of National League for 
Democracy leader Daw Aung San Suu Kyi and her participation in high-level talks to discuss 
the future of Myanmar, amnesty for most political prisoners, relaxation of media 
censorship, establishment of the National Human Rights Commission, and efforts toward 
peace with ethnic rebel groups. In April 2012, Daw Aung San Suu Kyi’s party agreed to 
compete in by-elections, held to fill vacancies between general elections; the National 
League for Democracy dominated, winning 44 of 46 seats.(58)  
The November 2015 elections were the first nationwide, multiparty elections since 
the parliament first convened in 2010 and were widely considered Myanmar’s most free 
and fair polls in 25 years.(59) This election created historic political reform in which the 
National League for Democracy, Myanmar’s long-time opposition party, returned to the 
formal political process with a landslide electoral victory that gave it a majority in both 
chambers of parliament. In March 2016, the new parliament elected Mr Htin Kyaw as an 
official civilian President of Myanmar.(60)   
This is an exciting time for Myanmar. The new government faces a challenge to 
achieve a successful political transition that can ensure economic stability and sustained 
improvement in the lives of the masses. It is also a challenge for the government to enact 
successful economic reform while maintaining political stability and a continued shift away 
from Myanmar’s authoritarian past.  
1.3.2 The health system  
The health system in Myanmar has been characterised as fragile and weak.(42, 61, 





reviewed health literature was scarce. With a civilian government since 2015, the country 
has new and exciting opportunities in health. Many valuable databases have been 
developed, including the census in 2014 – the first since 1983. The Demographic and Health 
Survey 2016,(32) the Myanmar National Health Plan (2017-2021),(61) and the Myanmar 
Health in Transition 2014(58) are a few of the welcome developments in health information. 
Political commitment towards health has also been observed, with government 
spending on health increasing from 1.8% (2005) to 3.4% of its GDP (2015).(61) There is also 
indication of strong commitment to health system reform, including public health priorities 
and universal health coverage as an ultimate aim.(61-63) Official development assistance for 
health has also increased. Multi-donor funding – such as Three Millennium Development 
Goal (3MDG) funds targeting maternal and child health, Global Fund support for work on 
HIV/AIDs, TB and malaria, and Global Alliance for Vaccines (GAVI) support for immunisation 
– holds great promise for health improvement in Myanmar.(42) 
Nevertheless, with health being neglected for many decades, change will be slow. 
There is a huge gap in human resources, especially at the grassroots in rural areas, where 
70% of Myanmar’s population lives.(31, 64, 65) Basic health services are also scarce in hard-
to-reach rural health centres; insufficient human resources, lack of essential medicines and 
supplies, compounded by transportation difficulties and weak supervision, all contribute to 
the inequity in access to quality health care.(42) Myanmar has only 14 skilled health care 
workers per 10,000 population, far below the WHO average of 23.(66)  
There are seven main departments within the Ministry of Health: Public Health, 
Medical Services, Human Resources for Health, Medical Research, Food and Drugs 





child health, there are two separate divisions within the Department of Public Health: 
Maternal and Reproductive Health and Child Health.(61)  
Health services for the public sector are structured in three levels: central, 
state/regional and township. The Central Health Department is mainly responsible for policy 
and decision-making and situated in the capital city Nay Pyi Daw. Seven state and seven 
regional health departments are mainly responsible for providing leadership and guidance in 
execution of health activities at the township levels. Implementation of health activities 
mainly occurs at the township level, which is the basic functional level of the health system. 
The township health system  
Township health departments cover populations of between 100,000 and 
300,000.(58) Township medical officers (TMOs) are responsible for both administrations and 
operations at township level hospitals and health centres. Within each township health 
department, rural health centres (RHCs) are the core health services for rural people. The 
core function of the RHCs is primary health care. Each township has four to seven RHCs and 
each RHC has four sub-RHCs (the most basic frontline health facility). RHCs cover an average 
of 26,633 people, sub-centres covers an average of 6658 people, and a midwife has an 
average of 4,144 people under their care.(67) At the sub-RHC level, midwives are the main 
workers serving the health of rural communities.(68) 
Maternal and child health  
The Myanmar government has made maternal and child health care a priority.(61) 
The MOHS is committed to promotion of overall reproductive health and ensuring that 
every effort is made to reduce maternal mortality and improve the quality and accessibility 










As described, MMR is high in Myanmar with wide variation in urban and rural areas 
and in different regions of the country. Although institutional delivery is strongly promoted, 
many women in Myanmar still prefer to give birth at home. In 2015, 63% of all deliveries 
occurred at home, and 72% in rural areas.(32) Skilled birth attendance coverage in these 
rural areas is far less compared to the urban areas. Majority (62%) of the maternal deaths 
occurred at home.  Only 38% of women with complications during pregnancy and childbirth 
are referred to a hospital and only 24% reached to hospital for timely care. The other 14% 
died on their way to hospital both due to primary delay in deciding to seek care, delay in 
referral and secondary delay of transportation difficulty and cost.(68)   
Main health care providers involved in childbirth at township level is described in 
table (3). Midwives are assigned in RHCs and sub-RHCs to provide care to women and 
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per week to provide antenatal care, postnatal care and conducts childbirth and 
immunization. She also provides health education on safe motherhood, family planning, 
breast feeding and nutrition. Direct access to MCH care by Midwife reaches only 10 percent 
of the rural population and the rest are regarded as underserved areas. To increase the 
MCH coverage in these underserved rural areas, a volunteer village health worker named 
AMW was created.(68) Midwife also supervise and train AMWs.(69) The history of the AMW 
program and AMW selection, training, supervision and remuneration will be discussed in 
detail in the following section. 
1.3.3 Auxiliary midwives in Myanmar 
The history of the national AMW program development will be discussed in line with 
major changes in the health system: the primary health care period (1978–1988); the 
recovery period (1990–2005); the stabilising period (2005–2010); the post-Nargis period 
(2010–2013) and 2013 to present.  
Primary health care period (1978–1988) 
Between 1978 and 1988, government and donors prioritised development of the 
primary health care system and establishment of the RHCs.(42) Since the inception of the 
primary health care movement, AMWs have provided communities in remote and rural 
areas with MCH services. A major aim of the AMW program was to phase out the traditional 
birth attendants because they were regarded as in proficient.(70) Starting in 1978, local 
women aged between 18 and 40 years, who could read and write and had approval from 
the local authority (i.e. a village council member), were from villages lacking basic health 
staff (health assistants, a lady health visitor or a MW), and committed to working for at least 
four years as a volunteer after attending the training, were recruited as AMWs. Their 
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motives were largely altruistic. AMW trainings involved three months of theory and three 
months of practical training at district hospitals. Funding for AMW training came mainly 





Table 3: Health care workers involved in childbirth at township level 
Health care worker Scope of work Level of facility/home Education 
Township Medical 
Officer (TMO) 
Antenatal care (ANC), birth – 
vaginal & caesarean section , 
postnatal care (PNC), family 
planning, all basic health 
care services: prevention, 
treatment and referral 
Township hospital Pre-service education = 6 
years: MBBS 
Station Medical Officer ANC, Birth – vaginal & 
caesarean section , PNC, 
family planning, all basic 
health care services: 
prevention, treatment and 
referral  
Station hospital Pre-service education= 6 
years: MBBS  
 
Nurse Health education, 
immunisations, primary 
health care of women, men, 
children, ANC, vaginal 
delivery, PNC, family 
planning  
State/Regional, 
Township and Station 
hospital  
 
Pre-service education= 3 




Lead of RHC, health 
education, immunisations, 
primary medical health care 
for women, men & children, 
environmental sanitation, 
prevention & management 
of communicable diseases, 
data management, 
supervision of LHV, MW & 
PHSs  
Rural Health Centre 
(village)  
 
Two types: Basic 
Community Health 
Assistant  




Pre service education = 2 
years and 3 months  
Lady Health Visitor Health Education, 
Immunization, all MCH 





Same as MWs with 
additional 9 months 
training to become a LHV 
Midwife (MW) Health education, 
immunizations, primary 
health care of women, men, 
children, ANC, vaginal 
delivery, postnatal care, 
family planning, nutrition 
promotion, environmental 
sanitation, prevention & 
control of communicable 
diseases, supervision & 
monitoring of village health 
workers (VHWs) especially 
AMWs  
Rural health centre and 
sub-RHCs (village)  
 




ANC, vaginal delivery, 
postnatal care, health 
education and referral  





Normal delivery, recognise 
problems and appropriate 
referral  
Home (village) Pre service education 
(not formally required)  
Source: Adapted from USAID/MCHIP Survive and Thrive; Maternal Newborn Health Situational Analysis in 





 AMWs in hard-to-reach areas were intended to resemble Midwives as closely as 
possible, with the same uniform (white blouse and a red sarong), the only difference being 
the absence of the Midwifery cap. This was to build the community’s trust in them as health 
care providers with skills in midwifery. A total of 10,519 AMWs were trained in the 314 
townships of Myanmar in 1986.(37, 38) During the primary health care period, research 
related to AMWs was mainly done to monitor and evaluate the program. A project report in 
1985 stated that the AMW program was performing well; lack of regular replenishment of 
supplies and supervision was mentioned as the most important deficiency.(72) Chauls’ study 
highlighted an early understanding of the importance of formally engaging with community 
health volunteers as a step towards primary health care in Myanmar. It stated that strong 
political commitment towards the program, together with Buddhism and other aspects of 
Burmese culture, effective supervision and adequate supply of drugs and stock deliveries, 
were major reasons for the success of the AMW and Community Health Worker (CHW) 
program.(73)  
Recovery period (1990–2005) 
 Following the political upheaval of the late 1980s, Myanmar went into a relatively 
stable social and political period. During this period, United Nations Children's Fund 
(UNICEF) gave training support to the AMWs (referring to them as auxiliary nurse midwives) 
under the Border Areas Primary Health Care and Development Project (1996–2000). The 
main intention of the program in this period was to train AMWs to improve immunisation 
uptake in border areas and subsequently in ANC, delivery, childhood diarrhoea and acute 




Subsequently, the United Nations Development Programme (UNDP) gave assistance to the 
training of AMWs in some townships using the same selection criteria.  
Stabilizing period (2005–2010)  
Political stability allowed health system policy structures to emerge. However during 
this period, economic sanctions and minimal official development assistance were major 
problems for the health system, with major deficiencies in human resources – especially in 
rural areas. Government invested more in the hospital sector rather than rural health 
development. Lack of motivation and poor remuneration created problems in maintaining a 
rural health workforce.(42) UN agencies such as the United Nations Children's Fund 
(UNICEF), the United Nations Population Fund (UNFPA) and the WHO were the main funding 
agencies during these periods.(42) Under the Maternal Newborn Health Care project, the 
Child Health Division trained AMWs in maternal and newborn health in collaboration with 
UNICEF, and a specific Maternal and Newborn Health Care training manual was introduced 
in the project townships. At the same time, UNFPA townships were conducting AMW 
training with a different manual produced by the Maternal Health Division. During these 
periods, lack of cohesion within the Ministry was apparent as divisions conducted their own 
projects in townships. Lack of coordination and departmental responsibility for the conduct 
of the AMW training made the AMWs’ deployment and training project-based and short-
term – less than ideal conditions for programme effectiveness and sustainability.  
In 2005, UNICEF and the Department of Health conducted an evaluation of the AMW 
program for the UNICEF funded townships. It showed that AMWs had low levels of 
knowledge and skills related to the key MCH services. The study highlighted the need to 





regular refresher training, and ensure that supplies and equipment were replenished.(74) 
However, the findings were never utilised to improve the AMW program, as there were 
competing interests with funding priorities towards disease control programs such as 
HIV/AIDS, tuberculosis and malaria.(75) 
Post-Nargis period (2010–2013) 
Myanmar’s aid budget increased dramatically in 2010 in response to Cyclone Nargis, 
and funding for AMWs benefited accordingly. In Nargis-affected areas, under the Joint 
Initiative for Maternal Newborn and Child Health (JIMNCH), new training and refreshers for 
AMWs occurred along with referral support in collaboration with international non-
government organisations (NGOs) (Merlin, Save the Children, Relief International and the 
International Organization for Migration).(34) Under the program, individual NGOs 
collaborated with the Department of Public Health to recruit, train and supervise 
AMWs.(34) During the same period, with Global Alliance on Vaccine and Immunization 
(GAVI) funding, the Health Systems Strengthening (HSS) programme provided support to 
AMWs in 21 townships.(40) The GAVI HSS supported recruitment and training of new 
AMWs, as well as refresher courses for AMWs in the same townships. Under the GAVI 
program, each township had annual quota of 20 recruits to attend the six-month training to 
be an AMW, and 50 recruits to attend a refresher course.(40) Local funding mechanisms in 
regions such as Magwe and Sagaing also supported training of AMWs from 2012. During this 
period, an assessment of the training package of AMWs showed that the knowledge level of 
AMWs was low; good performance was related to higher education, being a native of the 
village, younger age, higher knowledge score and the existence of supervision.(76) However 





highlighted those villages lacking MWs needed AMWs and that the selection criteria for 
AMWs should be revisited. (76) At the end of 2012, there were 19,808 AMWs in 
Myanmar.(58)  
2013 to present  
A paradigm shift in the AMW program occurred due to substantial political action in 
2013; the Vice President ordered that the Maternal and Reproductive Health Division under 
the Department of Public Health map and organise all functioning AMWs in townships. An 
AMW micro-plan (2013–2016) was established, with the aim of training 30,000 new AMWs 
within a four-year period. In the micro-plan, the aim was to have one AMW per village 
(lacking a health facility) across the country by the end of 2016.(39) Under the leadership of 
the Maternal and Reproductive Health Division, project funding was established, with the 
main sources being the 3MDG and GAVI programs. With the ‘one AMW in every village’ 
policy in 2016 there were 30,799 AMWs in Myanmar.(35, 39)  
Selection, training, supervision and incentives of AMWs 
 The following section describes the history of the selection process, training, 
supervision, recognition and incentives for AMWs from their inception to the present.  
Selection criteria  
The recruitment and selection of AMWs has been haphazard, lacking standardisation 
and central control, exacerbated by much selection and recruitment occurring through 
donor-funded projects. Table 4 summarises the history of the recruitment criteria for 
AMWs. It shows that the education and age of recruitment criteria have altered; this may be 
an indication of difficulty in recruitment, as many remote or rural communities have few 
young women with secondary education.   
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Age 18–40 years 16–25 years Age < 30 years Age < 30 years 
Education Can read and write Completed at least 
primary school  
At least 8th 
standard pass in 
education (middle 
school) 
At least 8th 









An approval letter 
















from the local 
Midwife and village 
authority  
Commitment Work for at least 
four years as a 
volunteer  
Enthusiastic and 
interested in social, 
community and 
health activities 
Willing to stay and 
serve in the village 
after the training 
Willing to serve in 
the village for at 
least three years 
Must not have a 
Midwife in the 
same  village  
From a village 
lacking basic health 
staff (Health 
Assistant, Lady 
Health Visitor or 
Midwife) 
From a village 
where there is no 
health facility or 
basic health staff 
From a village 
where there is no 
health facility or 
basic health staff 
Other criteria In good health and 
interested in health 
and social work 
In good health and 
interested in health 
and social work 
Training 
As noted earlier, AMWs’ training consists of three months theoretical training and 
three months practical training.(39, 72) Although there have been various training manual 
for AMWs, I could find no evidence of a trainer’s manual. Departmental documents show 
that training was and is mainly conducted by township health departments in conjunction 
with district-level training teams. Theory training is conducted at the township hospitals and 





no evidence of central training for the AMW trainers. Various agencies developed at least 
seven AMW training manuals1 between 1978 and 2015 (Table 5).   
 
Table 5: AMW training manuals in Myanmar language 
Source of training manual1 Year  
Department of Health  1978 
UNICEF 1995 
UNDP 2000 
Department of Health/UNICEF  2006 
Department of Health/UNFPA/WHO  2008 
Department of Health  2013 
Department of Health 2015 
 
Supervision 
 Midwives are mainly responsible for direct supervision of the AMWs and the TMO is 
held accountable for their activities and performance.(72) Research findings have 
highlighted that supervision of AMWs was weak,(40, 77) and there was no specific 
department at the central level for monitoring of AMWs’ activities. Also, the department 
held accountable for the AMW program changed repeatedly. During the early inception, the 
AMW program was under Department of Health (Primary Health Care program). During the 
1990s, it was under the voluntary health worker program of the Planning Section of the 
Department of Health. However, from 2013 to the present, the AMW program has been 
directly under the Maternal and Reproductive Health Division of the Department of Public 
Health.    
                                                     





 Supervision of AMWs is one of the tasks assigned to Midwives, but no specific 
funding for supervision and lack of support makes supervision difficult. Some of the 
programs under the JIMNCH, GAVI and 3MDGs have incorporated supervision incentives, 
and it has been shown that more regular supervision visits from Midwives and TMOs took 
place in those project townships.(34) There is also no specific supervision checklist to be 
used by supervisors at present.  
Recognition and incentives 
As AMWs are volunteers, they receive no financial incentive from the government. 
However, township health departments give AMWs a certificate of completion and an AMW 
kit box after the training.(78) Document reviews stated that other non-financial incentives, 
such as referral support in the Cyclone Nargis-affected areas under the JIMNCH program, 
were useful forms of recognition.(34) In particular, until 2016, every two years the Ministry 
of Health selected high-performing CHWs and AMWs and rewarded them with a week’s 
holiday and a dinner hosted by the Minister.(58) This ceremony has not been observed since 












1.4 Rationale for the study 
The main focus of the research described in this PhD thesis was to understand the 
current roles and responsibilities of AMWs both within the community and the wider health 
system, and how best to leverage these roles to provide more comprehensive maternal 
health care to women in rural areas of Myanmar. The intention of the study was to produce 
data that would inform policy developments in Myanmar to improve essential maternal 
health services for hard-to-reach and remote populations. In the next chapter I discuss the 
literature on task shifting related to community-based health workers and gaps in the 
research carried out on AMWs in Myanmar to date.  
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Chapter Two: Literature review 
Chapter two presents a review of the published literature on task shifting in MCH 
and AMWs in Myanmar. It describes types of task shifting, the history of task shifting, the 
process of task shifting to lay health workers (community health workers and auxiliaries 
health workers) in maternal and newborn health and research on AMWs in Myanmar.  
2.1 Types of task shifting 
Task shifting has been used as a response to the global shortage of health workers, 
and is broadly defined as the process of shifting tasks from one health care provider to 
another.2 It is also a way to facilitate increased access to essential interventions by providing 
available cadres with short periods of additional training and allowing them to take on some 
specific tasks.(43) Various terminologies have been used in the literature to refer to the task 
shifting concept, including “task sharing”, “task delegation”, “substitute health worker” and 
“skills substitution”.(44, 79)  
Task shifting has been carried out in varying forms ranging from shifting of tasks 
from professional physicians and specialists to doctors with lesser skills,(80, 81) from 
doctors to nurses,(82) nurses/midwives to auxiliaries and community health worker/lay 
health workers (83-85) and in some circumstances to community members and patients 
themselves.(86, 87) These four main types of task shifting are described further in Table 6. 
This thesis mainly focuses on task shifting III: Task shifting from nurses/midwives to 
auxiliaries and community health workers/lay health workers. According to the WHO (2012), 
lay health workers (LHWs) include “any health worker who performs functions related to 





health-care delivery; was trained in some way in the context of the intervention; but has 
received no formal professional or paraprofessional certificate or tertiary education degree” 
(page vii). It includes “community health workers (CHWs), village health worker, treatment 
supporter, promoters etc. Community-based skilled birth attendants (Bangladesh), Dai 
(Pakistan), Bidan kampong (Malaysia), skilled birth attendants (Bangladesh), traditional 
midwives (Guatemala) and Dayas (Egypt)”.(43) (page vii) From this point onwards, the terms 
LHW and CHW will be used interchangeably.   
Table 6: Types of task shifting 
 Definitions  
Task shifting I 
 
The extension of the scope of practice of non-
physician clinicians in order to enable them to 
assume some tasks previously undertaken by more 
senior cadres (e.g. professional physicians and 
specialists)  
Task shifting II 
 
The extension of the scope of practice of nurses and 
midwives in order to enable them to assume some 
tasks previously undertaken by senior cadres (e.g. 
non-physician clinicians and medical doctors) 
Task shifting III 
 
The extension of the scope of practice of community 
health workers, lay health personnel and auxiliary 
health workers in order to enable them to assume 
some tasks previously undertaken by senior cadres 
(e.g. nurses and midwives, non-physician clinicians 
and medical doctors) 
Task shifting IV 
 
Community members, trained in self-management, 
assume some tasks related to their own care that 
would previously have been undertaken by health 
workers 








2.2 History of task shifting in health 
 
As noted earlier, task shifting has been identified as one solution to the shortage of 
health workers.(43, 52, 79) However, task shifting in health is not a new concept; it is closely 
aligned with the ideology underlying the 1970s introduction of CHWs, who were trained and 
deployed to remedy the lack of skilled primary health care workers in rural and remote 
areas.(48, 83, 88) The Chinese barefoot doctors of the 1950s are an early example of this: 
local farmers were provided with brief training that enabled them to provide basic health 
care to the rural poor.(54) Using different terms such as substitution, skill mixing, task 
sharing and task shifting, many countries adopted the concept to address either primary 
health care needs for remote and hard-to-reach places or as a response to crisis 
situations.(81, 89, 90) In 2008 the Director-General of the WHO, Dr Margaret Chan, 
described the task shifting concept as “the vanguard for the renaissance of primary health 
care”.(44) (page 1) 
The 2004 Joint Learning Initiative and the WHO’s Integrated Management of Adult 
and Adolescent Health Illness program identified task shifting as a specific strategy for 
dealing with the challenges of human resourcing for health. The leaders of these programs 
drew attention to the global shortage of human resources, especially in the world’s poorest 
countries, and called for shared responses to solve the problem.(91) In 2006, the WHO’s 
annual World Health Report “Working together for health” highlighted the need for 
strengthening and investing in the human health workforce.(92) In 2008 the first conference 
on task shifting was held in Ethiopia. The resulting Addis Ababa Declaration contains key 
elements of task shifting to solve the human resource constraints that are impeding 





improve maternal health (Goal 5), to combat HIV and AIDS, malaria and other diseases (Goal 
6) and towards achieving universal access to HIV and AIDS services by 2010.(44) Many 
organisations support the joint WHO/UNAIDS/PEPFER3 guidelines for the implementation of 
task shifting, formalised in 2008.(44) They include the treat, train and retain (TTR) strategy, 
which became a guide for African countries in combating the HIV/AIDS epidemic, as it deals 
comprehensively with preventing, treating and training health workers for universal access 
to HIV and AIDS services.(44) Task shifting was the WHO’s policy for the training component 
of the TTR. The strategy was to delegate health care workers with fewer skills to specific 
tasks requiring shorter duration of training. The task shifting guideline recommended 
shifting responsibility for the prescription of antiretroviral drugs (ARVs) from physicians to 
nurses; the aim was to increase access to ARV treatment to rural and remote areas where 
doctors are not present. In addition, some of the nurses’ original workload, like counselling 
and education, could be shifted to lesser-skilled CHWs, and HIV-positive patients are 
encouraged to become lay counsellors.(85) The WHO document emphasises that task 
shifting should not be regarded as second-rate medical care but instead used as a strategy 
to increase access to services with a high standard of care.(93) 
Mike Callaghan et al.’s systematic review of task shifting for HIV treatment and care 
in Africa argued that task shifting was a cost-effective quality care strategy for HIV/AIDs-
affected African countries with severe human resources shortage in health.(94) However, 
other researchers contend that task shifting should not be considered a sole option in 
combating the health human resource crisis, because it can introduce other challenges, 
including real or perceived threats to affected health workers in regions where other health 
                                                     
3 UNAIDS is the Joint United Nations Programme on HIV/AIDS; PEPFAR is the U.S. President’s Emergency Plan 





system factors such as leadership and governance, regular drug supply, clear role 
identification, supervision and monitoring have not been addressed.(44, 87, 95)  
2.3 Task shifting in maternal health  
 
As discussed in chapter one, LMICs with human resource shortages have struggled to 
meet safe motherhood goals such as universal access to skilled birth attendants and facility-
based births. Task shifting is a strategy designed to increase coverage of maternal newborn 
and child health interventions and improve health outcomes.(43) Shifting clinical tasks from 
higher-level healthcare workers to mid- and lower-level health workers have shown success 
in both HICs and LMICs. A study in Mozambique, comparing the outcome of caesarean 
section performed by assistant medical doctors and specialist obstetricians and 
gynaecologists, found no difference in serous postoperative complications.(93) In India, 
Jejeebhoy et al. compared the skills of 10 newly trained nurses and 10 physicians in 
assessing gestational age, abortion status of women and performing manual vacuum 
aspiration, and found no difference between the quality of services provided by physicians 
and nurses and that the rate of complications was low.(52, 96) Task shifting to increase 
coverage of maternal interventions at the community level, using LHWs and other 
auxiliaries, was also found to be feasible.(19, 97, 98) A cluster randomised trial in rural 
Pakistan of an antenatal health care package (promotion of antenatal care, maternal health 
education, use of clean delivery kits, facility births, immediate newborn care, identification 
of danger signs) delivered by LHWs in group sessions showed that it reduced neonatal 
mortality compared to the control cluster who received routine care.(99) A recent review by 
Solo et al. documented that CHWs can provide family planning methods such as pills, 





women for permanent methods of family planning.(100) Pilot studies in African countries 
(Uganda, Madagascar and Ethiopia) have been successful in training lower-level health 
workers to provide injectable contraception.(19)      
Table 7 describes systematic reviews of task shifting from nurses/midwives to LHWs, 
CHWs and nurse auxiliaries which provide evidence for the optimised guideline 
recommendations WHO produced in 2012.(43) These reviews were instrumental in showing 
that task shifting to lower-level health workers was effective and increased access to 
maternal interventions. They also revealed common barriers and facilitators to effective 
task shifting implementation. Lassi et al. analysed 18 randomised controlled trials in Africa, 
Asia and Europe, and demonstrated that the participation of community-based health 
workers such as LHWs, community midwives and community and village health workers 
collectively reduced neonatal deaths by an average of 24%, stillbirths by 16% and perinatal 
mortality by 20%. It also reduced maternal morbidity by 25% and increased referrals to 
health facilities for pregnancy-related complications by 40%.(51) Other reviews showed that 
task shifting to lower-level unlicensed assistive personnel,(101) and CHWs,(88) did not 
produce inferior service and quality outcomes if personnel were trained well, and that it 
improved the productivity of health services and the skill mix of health personnel at low 
cost.(50, 102-104)  
In summary, global experience provides evidence that task shifting to LHWs can 
reduce neonatal and perinatal mortality and improve antenatal care, family planning and 
maternal morbidity. Consequently, there is growing interest in increasing the scope of 
services that community-based health workers provide to include clinical prevention and 





Table 7: Systematic reviews on task shifting from nurses/midwives to lay health workers and nurse auxiliaries including Auxiliary Midwives to provide evidence for the 
optimize guideline process 
Author Title Number of studies  Main findings 
 
Lassi et al. 
2010 
Community-based intervention packages for 
reducing maternal and neonatal morbidity and 





Community based intervention packages were able to reduce neonatal deaths 
stillbirths, perinatal mortality and maternal morbidity 
Fulton et al. 
2011 
Health workforce skill mix and task shifting in low 
income countries: a review of recent evidence 
Thirty-one studies  
 
Task shifting increases the productive efficiency of the delivery of health care 
services and reduces cost. Barriers: quality and safety concerns, professional and 
institutional resistance, and the need to sustain motivation and performance 
Hundley et 
al. 2012 
Should oral misoprostol be used to prevent 
postpartum haemorrhage in home birth settings in 
low-resource countries. A systematic review of 
evidence   
Ten papers – two 
RCTs and four non-
RCTs 
Distribution of oral misoprostol by frontline health workers is effective in reducing 
incidence of PPH 
Glenton et 
al. 2013 
Barriers and facilitators to implementation of lay 
health worker programs to improve access to 
maternal and child health: qualitative evidence 
synthesis   
Fifty-three studies  A close relationship between LHWs and their recipients is vital for program 
success. It is important to offer services that recipients perceive as relevant; to 
ensure regular and visible support from other health workers and community 








The effects, safety and acceptability of compact, 
pre-filled, auto-disable injection devices when 
delivered by lay health workers 
Six qualitative 
studies  
Compact pre-filled auto-disable devices (CPADs) were acceptable to health 
workers and providers. Lack of evidence on effects and safety of using CPADs 
when delivered by LHWs 
Gilmore et 
al. 2013 
Effectiveness of community health workers 
delivering preventive interventions for maternal 
and child health in low-and middle-income 
countries: a systematic review 
Seventeen studies CHWs were effective in conducting five main prevention activities: malaria 
prevention, health education, breast feeding promotion, essential newborn care 
and psychological support 
Colvin et al. 
2013  
 
A systematic review of qualitative evidence on 
barriers and facilitators to the implementation of 
task-shifting in midwifery services 
Thirty-seven studies Task shifting involving a midwifery model of care is complex and requires careful 
planning, implementation and ongoing supervision and support 
Lassi et al. 
2014 
Evidence from community level inputs to improve 
quality of care for maternal and newborn health: 
interventions and findings 
43 systematic 
reviews published 
before May 2013  
Community-level inputs significantly improve immunisation uptake and 
breastfeeding initiation with reductions in antenatal hospitalisation, episiotomy, 
instrumental delivery and hospital stay. At community level, home visitation, 
community mobilisation and training of CHWs and TBAs have the maximum 






Among the obstetric causes of maternal mortality, PPH, pre-eclampsia/eclampsia 
and sepsis remain the major contributors.(105) A study using data from 29 countries 
showed that PPH accounted for 25%, preeclampsia/eclampsia for 25% and sepsis for 8% of 
all maternal deaths.(106) Interventions CHWs can undertake to prevent these conditions, as 
well as evidence for their effectiveness, are described in the following sections.  
2.3.1 Prevention of postpartum haemorrhage   
 
Use of uterotonic drugs immediately after the baby is delivered is the recommended 
intervention to prevent PPH. An injectable uterotonic, known as oxytocin, is the drug of 
choice, but requires cold chain storage and a worker capable of providing injections. 
Misoprostol is an oral drug without the need for cold chain storage and with a lower price 
than oxytocin; WHO has recommended its use in settings where oxytocin is not available as 
an effective measure for prevention of PPH by community-level health workers.(43) 
A Cochrane review which included 78 studies (59,216 women) showed that There 
was no statistically significant difference in maternal mortality between misoprostol and 
control groups overall in 31 studies with a risk ratio (RR) 2.08, 95% confidence interval (CI) 
0.82 to 5.28 and for the trials of misoprostol versus placebo (10 studies); RR 2.70; 95% CI 
0.72 to 10.11 and for misoprostol versus other uterotonics (21 studies); RR 1.54; 95% CI 0.40 
to 5.92.(107) 
A study done in Nepal demonstrated that trained community volunteers were able 
to provide misoprostol to women in the community; the rate of uterotonic protection for 
deliveries rose from 11.6% to 74.2%, with the largest gain among the poor, the illiterate and 
women from remote areas.(108) Smith et al. also suggested that misoprostol is well 





distribution via CHWs and TBAs than via skilled antenatal care providers in facilities.(49) A 
meta-analysis of studies of use of misoprostol in community settings demonstrated that oral 
misoprostol is safe, effective and inexpensive for women during childbirth in situations 
where there is no skilled attendant. It is also the only option at present for preventing PPH 
and reducing blood loss in these settings with no skilled birth attendant.(109-112)  
Although, there is evidence for the effectiveness of misoprostol from many 
countries, Starrs and Winikoff argue that the evidence has not been translated into practice 
in many parts of the world.(49, 112-115) Some of the challenges they identified were 
misoprostol being a drug used for other indications of reproductive health such as induced 
abortion, cervical priming, labour induction and uterine evacuation after failed pregnancy. 
This often leads to worries and misperception that CHWs might misuse the drug for 
interventions other than that indicated by policymakers and specialist obstetricians and 
gynaecologists.(113) Misuse of drugs for other purposes such as termination pf pregnancy  
was highlighted as a policy-level limitation by stakeholders involved in the guideline 
implementation process in Uganda and Tanzania.(116) Other factors of concern were 
availability and registration of misoprostol and lack of evidence-based national guideline 
and provider training, which may all lead to delay in effective implementation of the use of 
misoprostol in community settings.(113) In many countries misoprostol is registered 
commercially for its original use in gastric ulcer but not for the purpose of PPH; however, in 
some developing countries, it has been used for PPH without any registration. Moreover, 
evidence-based guidelines for the use of misoprostol for PPH at national level are lacking in 
many settings, although there is a WHO guideline.(117) Strong advocacy is required to 





registration, inclusion in the national essential medicine list, a national guideline and 
appropriate training of providers for effective implementation of misoprostol for prevention 
of PPH in low-resource settings.(113) 
2.3.2 Prevention of pre-eclampsia/eclampsia  
 
Magnesium sulfate is the preferred drug for prevention and treatment of eclampsia; 
it needs to be injected by a skilled attendant with close monitoring and timely delivery.(21) 
However, interventions to prevent pre-eclampsia can occur at the community level.(118) 
Interventions that have shown clear benefit are low-dose aspirin and dietary calcium 
supplementation,(21) but insufficient evidence means the WHO only recommends these 
interventions by CHW with targeted monitoring and evaluation.(43) Early detection is vital 
for timely prevention, therefore monitoring blood pressure during antenatal visits has been 
highlighted as important to enhance early referral.(118) A study in India on feasibility of task 
shifting the identification, emergency treatment and referral for women with pre-eclampsia 
by CHWs reported concerns by health care providers about CHWs’ knowledge and 
competence in clinical skills assessment, but strong community support for CHWs’ ability to 
check blood pressure and assess danger signs.(119) A recent review of community-level 
interventions for pre-eclampsia in Nigeria, Pakistan, India and Mozambique demonstrated 
the need for improvement of CHWs’ knowledge, provision of blood pressure measurements, 
supportive supervision and referral mechanisms for routine management of hypertensive 
disorders of pregnancy, along with expanding CHWs’ role in remote areas.(120) In 2016, 
WHO published new guidelines recommending eight ANC visits, including regular blood 






2.3.3 Maternal sepsis  
 
Sepsis associated with pregnancy and childbirth can be prevented using stringent 
infection control measures both at the community level and in hospitals. General aseptic 
measures such as ensuring a clean birth environment, use of clean instruments for delivery 
and cutting the umbilical cord, and handwashing with soap are widely accepted sepsis 
prevention practices.(21) Although there is little evidence on use of prophylaxis antibiotics 
for operative vaginal delivery (forceps and vacuum) and third or fourth degree perineal tear, 
the recent WHO guideline recommends their use for the latter conditions.(122) Currently, 
caesarean delivery is the single most important risk factor for maternal sepsis, and use of 
antibiotic prophylaxis before surgery has been proven to be effective. (21, 123) Rupture of 
the foetal membranes very early before the time of delivery may increase the risk for severe 
maternal sepsis, and infection of the foetal membrane and use of prophylactic antibiotics is 
recommended. (21) Management of sepsis using antibiotics before referral to the nearest 
health facility has been effectively carried out by CHWs using preassembled package of 
antibiotics in LMICs.(19, 124, 125)   
2.4 Barriers and facilitators to task shifting effective maternal 
interventions  
 
Although many researchers consider task shifting to be an effective strategy, as per 
evidence-based intervention guidelines (50, 116, 126-128), others argue that it is neither a 
cheap option nor a shortcut path to resolving the human resource shortage crisis.(81, 87, 
129) Even with evidence-based guidelines in place, some health systems are unable to 
support the use of these guidelines in practice. This has been labelled the “know–do gap” by 





Several researchers have identified barriers and facilitators to the implementation of 
effective maternal interventions.(79, 98, 131-133) According to Deller et al., five essential 
components are necessary for effective task shifting: determination of roles, functions and 
limitations; policy and regulatory support; determination of requisite skills and 
qualifications; education and training; and service delivery support, including management 
and supervision, incentives and/or remuneration, medication and supplies, and referral 
systems.(79) These components are discussed below. 
2.4.1 Defining roles, functions and limitations  
In allocating new tasks to a health worker, understanding of their current tasks and 
role is an essential prerequisite to task shifting.(79, 134) Role identification ensures that the 
new task is not causing any additional burden to the health worker. In addition, it is 
important to ensure that the new task is well understood by the health worker 
concerned.(134) A study in Uganda highlighted that failing to design an HIV/AIDS service 
delivery program in coordination with stakeholders, including front-line health workers, 
created substantial misunderstanding.(134) Similarly, a qualitative review of 13 studies in 
sub-Saharan African countries demonstrated that task shifting planners must consider the 
cadres’ identities and roles and that all interventions need to be designed in collaboration 
and coordination with the cadres and stakeholders affected by the task shifting 
process.(135) 
The second aspect of defining roles and limitations is to clearly understand who will 
be doing what. For example, a nurse may provide ARVs to patients, with a CHW taking the 
role of a counsellor and providing education which may have been previously delivered by 





relationships. Although in general health workers from whom the task is shifted are positive 
about the change,(94, 136) nurses have reported problems with TBAs being given 
counselling and postnatal care tasks, pushing them into a more medical role, which nurses 
considered a loss of their own caring role.(137) Unclear role boundaries and lack of 
understanding of the potential benefits may introduce perceptions of disempowerment for 
health workers from whom the task has been shifted, and result in relationship and trust 
problems.(135)  
Further potential consequences of task shifting include clarification of the role 
uncovering practices and responsibilities which might not match of health workers’ job 
descriptions.(138) CHWs often perform roles which are beyond their job description due to 
community demand and to increase their social status within the community.(135, 139) This 
fundamental risk needs to be taken into account as part of the task shifting intervention. 
The task shifting intervention must be clear that health workers affected know the limit of 
their assigned role and systems support must be in place to ensure that they perform their 
role as identified. Clear role definitions and boundaries are needed not only to avoid 
misunderstanding between health workers but also to harmonise with the broader health 
system context.(87, 94)  
2.4.2 Policy and regulatory support 
In many developing countries, lack of clear policy and leadership constrains the 
progress of the task shifting agenda. WHO guideline implementation processes aim to 
involve various stakeholders at country level, but are often delayed due to system factors 
such as frequent change of ministerial-level health personnel, lack of awareness among 





leadership and commitment in planning about to whom the task should be shifted, what 
task should be shifted, where to set the performance limits and how to ensure the best fit 
with the existing role and scope of practice are important in decision-making. In this regard, 
pilot program evidence has been shown to assist policymakers’ decisions about broader 
scaling up of task shifting activities in Nepal with respect to prevention of PPH by 
CHWs.(141)  
2.4.3 Determination of requisite skills and qualifications 
Health workers to whom a task is shifted must possess the skills and qualification to 
conduct the new task. For example, literacy may not be an important requisite for a CHW’s 
original assigned task of health promotion, but will if the new task involves clinical 
documentation or record-keeping.(79, 142) Therefore a skills assessment and then 
attainment of the skills and qualifications required to take on the new task must occur for 
health workers to perform the shifted task efficiently.(79, 116)  
2.4.4 Education and training 
Health workers to whom the tasks will be shifted need appropriate training. Lesser-
skilled CHWs with low levels of education need practical hands-on training with continuous 
monitoring and supervision, which has been identified as often lacking in countries using 
CHWs.(116) Participants in a mixed method study in Uganda and Tanzania mentioned that 
one of the main barriers to implementation of improving access to and use of maternal 
health commodities (oxytocin, misoprostol and magnesium sulphate) was poor-quality 
training, including lack of practical skills training and inadequate training materials.(143) 
However, successful task shifting has been demonstrated in programs using competency-





Involvement of professional institutions and associations is also required for preparation of 
training materials and guidelines development.(116, 132, 145) It often takes time to reach 
to consensus on new guideline implementation with multiple stakeholders. For example, 
lack of integration and communication between different groups of obstetric providers in 
Kosovo was identified as a barrier to implementation.(146) Even provision of guidelines to 
clinicians may be hampered by delay in distribution and poor communication, often 
resulting in failure to implement guidelines in a timely manner.(116) Therefore, guideline 
documents need to be prepared and distributed thoroughly at a local level.  
2.4.5 Service delivery support  
Management and supervision  
Effective supervision and monitoring requires not only the skill to supervise but a 
support system. Supervision guidelines, transportation resources, workload balance (time to 
supervise) are all important support structures.(98, 143) Research shows that irrespective of 
training quality, without supervision and support, knowledge or skill gains will not be 
maintained.(116) However, other challenges to supervision and ongoing support such as 
transportation problems and unclear pathways to referral have been identified as major 
barriers to implementing interventions in many developing countries.(46, 79, 145) Further 
challenges such as lack of understanding and coordination between health workers may 
affect the sustainability of interventions. 
Skills that are new to health workers and involve a change in clinical practice, such as 
prevention and treatment of PPH, require great coordination between different levels of 
health workers. Studies report that unclear role boundaries and poor coordination between 





Task shifting to CHWs requires an effective and functioning referral system. Often 
task shifting programs train CHWs and TBAs on danger signs but fail to secure an effective 
referral pathway for when they are detected.(132) Increasing knowledge alone does not 
guarantee performance of new tasks effectively, particularly if there is no referral support. 
Some of the main barriers identified in referral of patients are lack of health professionals to 
refer to, lack of transportation, and poor relationships between the health personnel the 
task is shifted to and from, such as TBAs and MWs.(79, 132)  
Incentives and/or remuneration 
Task shifting often requires voluntary LHWs to take on new roles which involve more 
work. Dawson et al. advised that appropriate incentive packages and recognition systems 
are required to retain LHWs.(147) The literature contains debate about incentivising LHWs. 
Some researchers are opposed to financial incentives, while others suggest that non-
monetary incentives such as recognition certificates, support for income generation 
activities such as selling commodities, uniforms and support from the health system are 
more appropriate for motivation and retention.(79, 116, 143, 147-149) McPake et al. 
mentioned lack of interconnectedness between human resource constraints and funding 
mechanisms, in which incentives and salaries of lower level cadres are often not included, as 
a problem.(150) Lack of incentives and referral constraints may cause attrition among 
health workers, especially in rural or remote areas where task shifting interventions are 
mostly needed.(116, 132) 
Medications and supplies  
LHWs require medication and medical supplies to perform new tasks. In weak health 





distribute drugs are common barriers to task shifting.(116) A study of increasing access to 
basic emergency obstetric and newborn care in Nigeria found that the main challenges for 
new health workers were irregular supply of medications and consumables and 
infrastructure difficulties such as inadequate power supply and poor communication.(79) 
Studies often highlight health system funding constraints as barriers to implementation of 
task shifting guidelines.(116) Lack of funding for the procurement of essential medicines and 
supplies and also to train and employ sufficient health care personnel to implement 
interventions were also identified as barriers in Uganda, Myanmar and Malawi.(116, 143)  
2.4.6 Relationship with the community and health care providers  
 
When task shifting interventions are designed, program planners often fail to realise 
the importance of LHWs’ positioning and relationship within the community. This was 
highlighted by Campbell and Kerry in an article on the task shifting of CHWs for AIDS care in 
poor countries. Many CHWs in LMICs have been in the system since primary health care 
initiatives began in the 1970s, and their community embeddedness (meaning strong 
relationship with the community) must be recognised and utilised efficiently.(83-85, 151) 
Most CHWs live within the community they serve. Community members often describe 
them as reliable and acceptable health care providers who are easily accessible.(131, 152, 
153) A qualitative review documented that LHWs were often the preferred type of health 
workers in the community, and program planners must take this closeness to their 
recipients into account when planning task shifting programs.(131) Community members 
often describe LHWs’ characteristics as respectfulness, kindness, concern and appreciation 





was built upon trust, empathy and respect and was essential to program success.(131, 155, 
156) 
Researchers have described the relationships between LHWs and health care 
providers differently. LHWs often describe the relationship as positive and state that they 
appreciate their immediate supervisors’ support.(138, 156) Lay health counsellors involved 
in provision of a voluntary counselling and testing for prevention of mother to child HIV 
transmission program mentioned that they were respected and treated well by the nurses 
who worked with them.(156) Conversely, health care providers often appreciate LHWs’ 
work, seeing them as a bridge between the community and the health system and 
advocates for the community and the health care provider.(131, 157-159) However ,some 
have given negative feedback on LHWs as over-confident and usurping their roles.(138) An 
evaluation of community case management of childhood illness in Nicaragua noted that the 
relationship between health care providers and CHWs improved over the project period. 
Health care providers were initially negative about the LHWs, but changed their 
perspectives as they saw the benefits in terms of improved care.(154) This highlights that 
when planning task shifting programs, relationships within the community and health 
system must be clearly assessed, understood and not compromised.  
2.4.7 The role of context in task shifting  
Examination of task shifting practices in LMICs have shown that they enhanced the 
efficient use of existing human resources and improved access to essential services among 
the community most in need.(94, 95, 160) In shifting tasks from one health care provider to 
another, it is critical not only to examine whether the product is effective but also to ensure 
that the practice is acceptable to all stakeholders.(161) As task shifting is complex, it has 





and support are needed to ensure that quality care is provided to those most in need.(50, 
138, 147) A review of the implementation of task shifting programs in Rwanda, Afghanistan, 
Nigeria and Nepal found that pilot programs using existing community cadres with 
supportive program components such as training, supervision and mutual consensus 
between the health system and the community were common enablers of success. 
However, it was also mentioned that the task, choice of cadre and the scale of the program 
must be tailored to individual country needs.(141) Therefore, task shifting interventions 
which are proven to be effective in some settings may need contextual adaptation for 
others.(52, 53, 138) Without vigilant planning, task shifting alone will not be able to solve 
the health service human resource problems in developing countries.  
2.5 Research on AMWs in Myanmar  
 
Although there is a large amount of literature on CHWs and LHWs in both developed 
and developing countries, literature on AMWs in Myanmar is scarce. The restriction on 
international publications during the military regime may be a reason for this. A literature 
search was done to assess available evidence using the following search terms: 
i) auxiliary midwife/midwives OR community health workers OR lay health 
workers OR voluntary health workers OR community midwife/midwives 
AND 
ii) maternal health service OR antenatal health services/care OR perinatal 
health services/care OR postnatal health services/care OR child delivery OR 
home birth OR home child birth OR maternal interventions AND 





Thirty-seven articles published between 1982 and 2017 were identified, but only 
seven on AMWs in Myanmar. Government documents and grey literature were collected 
through personal contacts. Unpublished reports on three research studies were also 
collected.  
Table 8 summarises the published and unpublished studies conducted on AMWs in 
Myanmar. Of the seven published articles, only three are specific to AMWs in Myanmar; the 
others are about all voluntary health workers, including AMWs. Two of the three published 
articles describe quantitative studies of performance and AMWs’ intentions to stay in 
service.  
Wangmo et al.’s (2016) study of 1,185 AMWs in Myanmar (40) was the largest study 
identified. The AMWs studied were from the GAVI-funded 21 project townships in 17 states 
and regions. AMWs were found to have performed nine deliveries on average, and 
performed 11 ANC and nine postnatal visits within the six months prior to the study. The 
study also showed that older AMWs were significantly more confident about taking care of 
patients than their younger counterparts.(40) The second quantitative study focused on the 
performance of 160 AMWs in a specific township, and found that good knowledge, residing 
in a village with no other providers, being located more than 30 minutes’ travelling distance 
from the nearest health facility, and lower education status were associated with high 
performance.(77)  
Both quantitative studies highlighted the need for policy-level commitment, 
adequate supply of AMW kits and drugs, supervision and training support, and financial 





published articles describes a qualitative exploration of AMWs’ views on receiving health 






Table 8: Summary of studies of auxiliary midwives and maternal and child health in Myanmar 
Published studies  
 Location  Study design  Sample Findings  
Chauls (1982)  
 
Myanmar  Case report  Strong political commitment towards the program together with Buddhism and other 
aspects of Burmese culture, effective supervision, adequate support of drugs and deliveries 
were major reasons for success 








160 AMWs Performance of AMWs was related to good knowledge, support and no health care provider 
in the same village, along with lower education and distance away from a facility 
Wangmo et al. 
(2016) 
 
21 townships in 
17 states and 
regions (GAVI 




1,185 AMWs Older and longer-serving AMWs had better confidence about taking care of patients. 90% of 
the respondents intended to stay more than five years. Need for supervision, refresher 
training, replenishment of the AMW kits and transportation cost 






Mixed methods  31 questionnaires 
and 42 workshop 
participants 
 
Health workforce shortages, drug and equipment procurement, distribution and 
management systems were barriers, along with insufficient policy-level commitment 











Accessibility, affordability and acceptability were some of the factors in access to and choice 
of provider. Perceived quality and effectiveness are necessary for trust to develop. Social 












interviews and 3 
FGDs 
Despite some barriers, AMWs embraced the pre-/postnatal application using mobile 
phones. Internet network problems and lack of supervisor support to use the app were main 
barriers. Technical problems require continued support and training 




GAVI project   
Quantitative 
and qualitative 
Record review and 
in-depth interviews 
Recruiting AMWs and CHWs addresses health workforce gap but adequate supply of kits, 
support of referral allowance, supervision and training are needed to retain them and 
maximise their contribution 
Unpublished studies 
Department of 
Health (Thein Dan 
1985) 




109 AMWs 81% had a high knowledge score. Need for supervision and replenishment of essential 
equipment (scales, AMW kits) for proper recording and reports (need to supply stationery) 
UNICEF & 
Department of 
Health - Ministry 
of Health 
Myanmar (2005) 
12 townships in 




211 AMWs (17 
AMWs in each 
township) 
Level of knowledge and skill related to maternal and child health was low. Utilisation of 
AMWs was high in remote rural villages. Refresher training is essential and needs to be 
standardised across all townships. The training manual should be updated. Roles and 
responsibilities of the AMW need to be well defined. AMW kits need to be replenished or 
replaced as required 















287 AMWs (all 
functioning) 
Less than one birth per year (184 births among 287 AMWs). Over 60% had an unsatisfactory 
knowledge score and a below-average performance score. Selection criteria need to be 
locally adapted and training should enable AMWs to perform emergency obstetric care 





barriers to the introduction of this technology were reported to be internet network 
problems and lack of supervisor support.(162)  
Two unpublished research papers reported on the knowledge and practice of AMWs. 
The authors collected data on knowledge of ANC, intra-natal care and postnatal care using 
questionnaires, and showed that knowledge was below satisfactory with a need for better 
supervision and revision of the training curriculum.(74, 76)  
Task shifting in the Myanmar context 
In 2014, WHO carried out the first task shifting initiative in collaboration with the 
Department of Public Health. The GREAT Project [Guideline-driven, Research priorities, 
Evidence synthesis, Application of evidence, and Transfer of knowledge] sought to select 
priority maternal and newborn health interventions and explore the barriers and facilitators 
to implementing the task shifting guideline. In the process, AMWs were identified as the 
main workers suitable for task shifting, due to the significant shortage of skilled health 
workers in rural and remote areas of Myanmar.(143) This was supported by other research 
evidence in which AMWs were identified as an important means of filling the MCH gaps in 
rural areas of Myanmar.(163) I was involved in conducting focus group discussions (FGDs) 
and a pre-workshop survey with health care providers including policymakers, NGOs 
working in MCH, and health care providers from the government health system and co-
authored a paper about the study.(143) 
Although AMWs in Myanmar fit with WHO’s definition of auxiliary nurse 
midwife/auxiliary midwife in terms of education and training qualifications, competencies 
identified in the guideline were found to differ greatly from the competencies of AMWs in 




volunteers only trained for six months on preventive and promotive role and assisting 
normal childbirth which differs greatly from others cadres with the name of Auxiliary Nurse 
Midwives who are trained for 18 to 24 months in countries such as India (18-24 months), 
Nepal (18 months) and Thailand (24 months).(164-166) Majority of these cadres with the 
similar name in the regions are categorized in their health systems as skilled birth 
attendants which is equivalent to Myanmar Midwives  although they use the name Auxiliary 
Nurse Midwives.(164) This may be one of the reason Myanmar AMWs skill and 
competencies differ from the WHO as their training and status limits their skill and 
competencies.  
In the GREAT network project, stakeholders (health administrators, policymakers, 
NGOs, professional associations, frontline healthcare providers and researchers) identified 
the most feasible interventions which could be considered for task shifting of AMWs in 
Myanmar (Table 10).(167) Although the tasks to be shifted and to whom to shift the task 
were identified, how to actually implement the guideline initiatives in the rural areas where 





Table 9: Comparison of the WHO cadre definition and competencies of auxiliary midwives in Myanmar 
Auxiliary nurse midwife (ANM – WHO cadre definition)  AMW as defined in the Myanmar AMW manual (2015) 
Have some training in secondary school. A period of on-the-job training may be included, and 
sometimes formalized in apprenticeships. Like an auxiliary nurse, an auxiliary nurse midwife has 
basic nursing skills and no training in nursing decision–making. Auxiliary nurse midwives assist in the 
provision of maternal and newborn health care, particularly during childbirth but also in the 
prenatal and postpartum periods. They possess some of the competencies of midwifery but are not 
fully qualified as midwives 
(The recommendations also note that definitions, length of training and competencies may vary 
between health systems) 
Auxiliary Midwives in Myanmar have some training in secondary school. 
They complete a 3 month on-the-job training programme. Auxiliary 
midwives assist in the provision of maternal and newborn health care, 
particularly during childbirth but also in prenatal and postpartum care. 
They generally work under the supervision of midwives but (particularly 
in rural settings) they may have no direct supervision 
Assumed competencies of ANMs within WHO recommendations Current AMW competency in Myanmar 
Promotion of maternal, newborn and reproductive health interventions  √ 
Oxytocin administration to prevent and treat PPH – standard syringe / CPAD Χ 
Misoprostol administration to prevent PPH  Χ 
Misoprostol administration to treat PPH  Χ 
Oral supplement distribution to pregnant women  Χ 
Low dose aspirin distribution to pregnant women at high risk of pre-eclampsia/eclampsia  Χ 
Continuous support for women during labour, in the presence of a skilled birth attendant  √ 
Puerperal sepsis management with oral antibiotics  Χ 
Puerperal sepsis management with intramuscular antibiotics – CPAD  Χ 
Maternal intrapartum care (including labour monitoring, e.g. using a partograph; foetal heart rate 
monitoring by auscultation; decision to transfer for poor progress; delivery of the baby)  
√ 
*ANM=Auxiliary Nurse Midwives; PPH=Postpartum haemorrhage; CPAD=compact pre-filled auto-disable device; WHO=World Health Organization [Table adapted from the 





Table 10: Five top feasible interventions to be implemented by AMWs in Myanmar (according to the 
stakeholders involved in the GREAT network) 
1. Oral supplement distribution to pregnant women 
2. Administration of misoprostol to prevent postpartum haemorrhage (where auxiliary nurses are already 
an established cadre) 
3. Administration of misoprostol to treat postpartum haemorrhage before referral (where auxiliary nurses 
are already an established cadre and where a well-functioning referral system is in place or can be put in 
place) 
4. Management of puerperal sepsis with oral antibiotics 
5.  Performance of neonatal resuscitation (bag and mask) 
 
2.6 Summary  
 
Despite years of government investment in AMWs as a large-scale community based 
program (1978–2017), documentation of the initiative is poor. The information presented 
here goes some way towards filling the gap. A few studies highlight the need for better 
supervision and training. However, most of the studies to date were program-based. There 
is no sound understanding of the role of AMWs in Myanmar and their relationship with the 
community and the health system, which is crucial for the implementation of future 
programs. The global literature highlights that CHWs are competent in performing 
interventions that reduce maternal morbidity and mortality. However, research is needed to 
show how Myanmar’s AMWs and health system could use task shifting of essential maternal 
interventions to save lives in rural areas. Ensuring that AMWs are trained, supervised and 
supported in hard-to-reach rural remote areas, often where the health system is at its 
weakest, requires considerable investment. Making sure that scale-up is based on global 
best practice and systematic scientific evidence is the key to achieving better maternal and 
newborn health care in hard-to-reach areas of Myanmar. This study will make a timely 
contribution to the evidence and literature base for improving maternal health services in 





2.7 Aims and objectives of the research  
 
The overall aim of the study is:  
To examine the role of auxiliary midwives and the feasibility and acceptability 
of task shifting selected interventions to improve maternal and newborn 
health care in Myanmar. 
Specific objectives:  
1. To examine the understandings and expectations of health workers and community 
members regarding the role, responsibilities and practices of auxiliary midwives. 
2. To determine the knowledge and practices of auxiliary midwives with regards to 
maternal and newborn health care at the time of childbirth. 
3. To examine the feasibility and acceptability of task-shifting essential maternal 
interventions to auxiliary midwives. 
4. To examine the acceptability, feasibility and perceived utility of using auxiliary 
midwives to provide two specific community-based interventions (misoprostol and 







Chapter Three: Methodology  
 
This chapter outlines the methods used to examine the role of AMWs and the 
feasibility and acceptability of task shifting selected interventions to improve maternal and 
newborn health care in Myanmar. The results chapters include detailed descriptions of 
methods used to address each of the study objectives, so to avoid repetition this chapter 
provides an overview of the methods and describes the rationale for choosing each method. 
In addition, this chapter frames the studies within the implementation research paradigm. 
The research consisted of two studies, one main study to fulfil objectives one, two, 
three and four (misoprostol) and the second study to fulfil objective four (inhaled oxytocin). 
The main study is called the AMW task shifting study and the second study the inhaled 
oxytocin study hereafter.  
3.1 Implementation research 
 
Although various effective and proven interventions are used to improve the health 
of mothers and children, communities and countries still face many challenges in how to 
implement them. This is evident in the estimated 303,000 women and 8.2 million children 
aged under five years, including 3.3 million newborns, who die each year from preventable 
or treatable diseases.(4, 9, 17) Guidelines and implementation strategies produced by 
renowned organizations such as WHO and UNICEF have proven effectiveness, but the 
question remains: how to implement these interventions in each country’s complex health 
system settings? Implementation research aims to answer some of these questions. 





…the scientific study of the processes used in the implementation of initiatives as 
well as the contextual factors that affect these processes. One major purpose of 
implementation research is to support and promote the successful application of 
interventions that have been demonstrated to be effective.(168) (page 27)  
Even when interventions are designed in similar ways, implementation occurs 
differently due to contextual factors.(9, 169) Many researchers have articulated lessons 
learned from implementation in multiple settings, including common enablers and barriers 
as well as context-specific issues.(169, 170) The importance of context is underlined by the 
fact that most maternal and child deaths are concentrated in resource-constrained settings. 
According to a recent analysis, 99% of these deaths occur in LMIC.(9, 170) Implementation 
of effective MCH interventions in LMIC involves overcoming a complex mix of factors such 
as insufficient financial support, human resources and political commitment.(116, 143, 171) 
Myanmar’s alarming maternal mortality (described in section 1.2.1) makes it a priority 
country for MCH interventions, and its health workforce shortage makes it a natural target 
for exploration of task shifting initiatives. A national-level workshop on task shifting in 2014 
identified which interventions would be suitable for implementation by which cadres in the 
health system, and identified that task shifting was possible for AMWs.(167) Common 
barriers and enablers were identified from both the health system and providers’ 
perspectives;(143) however, the community actors who would be primarily affected by the 
implementation were not included in this research initiative. Accordingly, this PhD research 
improved upon earlier work by incorporating the community actors’ perceptions of how 





Another aspect of good implementation research is collaboration and 
partnership.(168) As implementation research aims for integration into policy and program 
decision-making, collaboration and partnership with decision-makers, from the beginning to 
the end of the research process, was essential. The Director of the Maternal and 
Reproductive Health Division within the MOHS was involved in the study from the design 
stage to the planning and implementation of the research project. In addition, researchers 
from the Department of Medical Research, MOHS were involved in the design and data 
collection and analysis phases in order to maximise the likelihood of implementation 
success. Implementers’ inputs were very useful in choosing the study sites (the three 
townships chosen are hard-to-reach townships within the Magwe division, which has among 
the highest maternal and childhood mortality rates in the country) and I worked closely with 
personnel from the Department of Public Health, and gained a sound understanding of the 
need for evidence of AMWs, permission processes and the nature of the community in 
which data collection took place. 
3.2 Mixed methods research 
 
A mixed methods approach was identified as appropriate for implementation 
research because it enables the researcher to understand an issue from multiple 
perspectives using different data collection methods in a practical way.(168, 172, 173) 
According to Creswell (2014), mixed methods research is defined as:  
…an approach to inquiry involving collecting both quantitative and qualitative data, 
integrating the two forms of data and using distinct designs that may involve 
philosophical assumptions and theoretical frameworks. The core assumption of this 





provides a more complete understanding of the research problem than either 
approach alone.(174) (page 4) 
To understand the role of AMWs and their relationships with the community and the 
health system in depth, qualitative methods were most appropriate. However, to measure 
AMWs’ skills and practices and their determinants, quantitative methods were more 
appropriate. Quantitative and qualitative methods complemented each other in giving an 
understanding of the acceptability and feasibility of the task shifting interventions, because 
the quantitative data enabled identification of the proportions of AMWs practising the 
interventions, and the qualitative methods were able to capture why and how interventions 
were being carried out in the community. Different mixed methods approaches were used 
for different purposes, and this PhD research used convergent parallel mixed methods to 
answer the research questions.(168, 173, 174)  
Convergent parallel mixed methods is a form of mixed methods design in which the 
researcher converges or merges quantitative and qualitative data in order to provide 
a comprehensive analysis of the research problem. In this design, the investigator 
typically collects both forms of data at roughly the same time and then integrates 
the information in the interpretation of the overall results. Contradictions or 
incongruent findings are explained or further probed in this design.(174) (page 15) 
The rationale for using convergent mixed methods was that both the qualitative and 
quantitative data contribute to understanding practices around the time of birth, the roles 
and relationships of AMWs in the community and in the health care system, and the 
feasibility and acceptability of task shifting the three maternal interventions (oral vitamin 





during birth, and use of oral antibiotics for puerperal sepsis during the postpartum period). 
In this approach, qualitative and quantitative data were collected concurrently, analysed 
separately, and then compared to assess whether the findings confirmed or conflicted with 
each other.  
3.3 Rationale for choice of methods for each study objective 
 
Two main studies were conducted to achieve the research objectives. Qualitative 
methods included key informant interviews (KIIs) and FGDs, and the quantitative method 
was a cross-sectional survey. A specific study design was formulated for each of the study. 
Table 11 gives a brief description of the methods used for each study objective. 
Objective one: To examine the understanding and expectations that health workers and 
community members have regarding the role, responsibilities and practices of AMWs 
Qualitative research methods were most appropriate to address the objective as 
participants can explain from their own perspectives, expectations and understanding what 
role AMWs played in the community. It allows them the opportunity to explain more in-
depth, and without influence from the researchers, which is limited with quantitative 
methodologies. In this regards two methods were employed: Key Informant Interviews (KIIs) 
and Focus Group Discussions (FGDs). Detailed description of the methodology is described 








Table 11: Data collection methods used for each study objective 
Objective of the study  Data collection 
methods  
Study Population Number of FGDs/IDIs/survey respondents  Number of respondents  
1. To explore the understanding 
and expectations of health 
workers and community 
members regarding the role, 
responsibilities and practices of 
AMWs 
Qualitative  AMWs 
Mothers 
Community members 
Health care providers  
(MWs, national, district and township 
level)  
15 (5 FGDs with AMWs, 4 with mothers,4 
with community members and 2 with MWs) 
10 Key informant interviews (3 with 
national, 2 with district and 3 with township 
and 2 from 3MDG fund) 
123  
(33 AMWs, 29 mothers, 36 
community members  15 
MWs and 10 key informants)   
2. To determine the knowledge 
and practice of AMWs in regard 
to maternal and newborn health 
care at the time of childbirth 
Quantitative  AMWs  Questionnaire survey of all AMWs from 
three township in Magwe district 
262 AMWs 
3. To examine the feasibility and 
acceptability of task-shifting 








Health care providers  
(MWs, national, district and township 
level) 
15 (5 FGDs with AMWs, 4 with mothers,4 
with community members and 2 with MWs) 
10 KIIs (3 with national, 2 with district, 3 
with township, 2 from 3MDG fund) and 
survey of all AMWs from three townships in 
Magwe district  
385  
(33 AMWs, 29 mothers, 36 
community members, 15 
MWs and 10 key informants 







4(a) To examine the 
acceptability, feasibility and 
perceived utility of using AMWs 
to provide two specific 
community based interventions 
for the prevention of PPH: 
misoprostol  
Qualitative  AMWs 
Mothers 
Community members 
Health care providers (MWs, national, 
district & township level, funding agency)  
15 (5 FGDs with AMWs, 4 with mothers,4 
with community members and 2 with MWs) 
10 KIIs (3 with national, 2 with district, 3 
with townships and 2 from 3MDG fund) 
123  
(33 AMWs, 29 mothers, 36 
community members, 15 
MWs and 10 key informants)   
4(b) To examine the 
acceptability, feasibility and 
perceived utility of using AMWs 
to provide two specific 
community based interventions 
for the prevention of PPH: 
inhaled oxytocin 
Qualitative  AMWs 
MWs 
Mothers 
Health care providers (township level, 
obstetricians from both the public and 
private healthcare system and key 
informants from the pharmaceutical 
industry and UN agencies working on 
maternal and child health) 
11 FGDs (4 AMWs, 3 MWs, 4 mothers) with 
16 Key informant interviews  
 
100  
(26 MWs, 28 AMWs, 30 







Objective two: To determine the knowledge and practice of AMWs in regard to maternal 
and newborn health care at the time of childbirth. 
A cross-sectional quantitative study design was used to fulfil study objective two. 
The design allows collecting quantitative information from a defined population at a single 
point or period in time. This design is suitable for assessing point prevalence and can 
determine the association between dependent variables. The survey methodology is 
described in detail in chapter five.(1)  
Objective three: To examine the feasibility and acceptability of task shifting essential 
maternal interventions to AMWs 
To fulfil objective three, both qualitative and quantitative methods were used to 
understand the feasibility and acceptability of the task shifting of maternal and newborn 
interventions from all perspectives. Qualitative methods were used to discover the practices 
of AMWs during ANC, childbirth and postnatal care, including how and in what 
circumstances these practices were performed. Health care providers and community 
opinions and concerns about task shifting to AMWs and the feasibility and acceptability of 
the proposed interventions and why were explored using qualitative methods. Questions in 
the quantitative questionnaire relating to practice of the three maternal interventions 
helped to verify what was said in the qualitative interviews (including proportions). Sources 
of the drugs were also identified in the quantitative survey and contrasted with FGD results. 
A detailed description of these mixed methods is provided in chapter six.(2)  
Objective four: To examine the acceptability, feasibility and perceived utility of using 
AMWs to provide two specific community-based interventions for the prevention of post-





Study objective four (a) Misoprostol study: The sample and methods from the main 
AMW task shifting study were utilised to fulfil study objective four (a); a detailed description 
of the methods is given in chapter seven.(175) 
Study objective four (b) Inhaled oxytocin study: To examine the potential operational 
feasibility and acceptability of an inhaled oxytocin product for improving community-based 
care in Myanmar, a qualitative exploratory study was conducted. As there is little prior 
knowledge and literature on provider and community perspectives about the inhaled 
oxytocin product, qualitative methods were most appropriate to explore the issue. KIIs and 
FGDs were conducted to understand the acceptability, feasibility and perceived utility of 
inhaled oxytocin. The inquiry centred on three main groups of participants: community, 
lower-level health care facilities, and hospitals; and six main themes: practices around 
pregnancy, childbirth and the postpartum period, beliefs around PPH and bleeding, 
perspectives on medications around the time of birth, current practices involving oxytocin, 
and perspectives about an implementation strategy for inhaled oxytocin. The study 






3.4 Study Methodology 
3.4.1 Study period 
 
The studies described herein were conducted between June 2015 and July 2016.  
3.4.2 Study sites and populations  
 
Study sites 
The studies were conducted in the Magwe and Yangon regions of Myanmar. Magwe 
region in central Myanmar, with a population of 3.9 million, was purposively selected as a 
study site based on its high reported MMR (344 per 100,000 live births) and infant mortality 
rate (84 per 1000 livebirths). The region contains many hard-to-reach populations and in 
remote rural areas most births take place at home (nationally, 72%).(5) Yangon region was 
selected for the second study (the inhaled oxytocin study) because I needed to understand 
the differences between urban and rural settings that might influence oxytocin storage and 
usage. Yangon is the most populous and most developed region of the country with a 
population of 7.3 million.(5)  
Ngape Township 
Ngape has a population of 46,572 in 103 villages, and has one 25-bed township 
hospital, one station hospital, two RHCs and 14 sub-RHCs.  
Gangaw Township  
Gangaw has a population of 133,013 in 113 villages, and has one 100-bed township 






Seitphyu Township  
Seitphyu has a population of 106,312 in 138 villages, and has one 25-bed township 
hospital, one station hospital, four RHCs and 22 sub-RHCs.  
South Dagon Township 
South Dagon Township is an urban setting with a population of 296,979. It has one 
50-bed township hospital, one station hospital, two urban health centres and 32 wards. 
Thanlyin township  
Thanlyin is a large township which has both urban and rural characteristics, including 
66 villages, and a population of 187,944. It has a 150-bed district hospital, one station 
hospital, five RHCs and 17 wards. 
Study population  
The study population was AMWs, community members and health care providers.  
Auxiliary midwives  
As noted in earlier chapters, AMWs are female voluntary health workers who 
provide basic health care services in villages lacking government-employed skilled midwives. 
AMWs have been serving rural communities for nearly four decades. In the participating 
townships nearly all villages have AMWs and large villages have more than one. AMWs do 
not receive any formal payments but do receive small incentives from the mothers and 
communities they serve, such as rice and clothing.(40) 
Community members 
Two groups within the community were included in the research: mothers with 





in the study. Mothers with childbirth experience were the main information source in the 
qualitative interviews. Community members, both men and women and knowledgeable 
about their village, such as community leaders, teachers, village health committee members 
and elders, were selected to participate in the discussions.  
Health care providers   
Health care providers from different levels of the health system (national, 
district/regional, township), INGOs and funding agencies were selected to capture different 
health system perspectives. The national level is the main policy decision level and is 
situated in Nay Pyi Daw, where the MOHS is located. District and regional level health 
departments provide supervisory and technical support to the township level and guide the 
process of AMW recruitment, supervision, training and decision-making about AMW roles 
and tasks. Township-level health departments mainly manage the township health system, 
which is the backbone of primary health care and provides comprehensive health services at 
the local level, and is mainly responsible for implementation of the AMW activities. 
Midwives are the main supervisors of AMWs at the RHC level. For the second study, I 
included people from the pharmaceutical industry and specialist obstetricians and 
gynaecologists to broaden perspectives about the feasibility and acceptability of the inhaled 






3.4.3 Study design 
 
The main AMW task shifting study used a mixed methods design consisting of both 
quantitative and qualitative research methods. For the inhaled oxytocin study, an 
exploratory qualitative research design was used.  
3.4.4 Qualitative methods 
Key informant interviews 
As the term “key informant” suggests, we selected the person who we believed 
could give us the most relevant information based on their opinions and experience.(176) 
Careful selection of the participants increases the probability that the issue being studied is 
well understood. The purpose of the KIIs was to collect information from people with 
diverse backgrounds and opinions using in-depth and probing questions. This method also 
enabled learning about the AMWs from a broad perspective, including different levels of the 
health system and the actors involved in AMW program. Thus, I selected people who were 
involved in the design, implementation, training and selection of the AMW program. 
Representatives of different levels of the health system (national, district, township), INGOs 
and funding agencies were selected to capture diverse perspectives. 
Limitations of KIIs include selection bias, where the respondents are selected to give 
answers the researcher wants to hear, and social acceptability bias, where the respondents’ 
answers are based on the ideal social norms of the system.(177) To overcome these biases, 
questions were asked in different ways adjusted for the participants’ characteristics, and 
participants were encouraged to answer from their own perspectives. Details of the KIIs 






Focus group discussions 
An FGD is a discussion in which a group of people with similar backgrounds are 
gathered to discuss an issue, usually assisted by a moderator or a facilitator. FGDs are best 
used to gain a general perspective from many participants. FGDs allow participants to speak 
in third person terms even if describing their own experience.(178) FGDs also give the 
opportunity for group members to expand on the topic as they hear differing views, which 
does not occur in individual interviews. The members of an FGD can also hold each other 
accountable, minimising the reporting of false information.(178) To explore the different 
perspectives towards AMWs and the role they play within the community, mothers, 
community members, Midwives and AMWs themselves were asked to participate in FGDs. 
In my study, FGDs were carried out with Midwives, AMWs, mothers of children aged under 
three years, and community members in Ngape township, South Dagon township and 
Thanlyin township between June 2015 and February 2016. FGDs involving people with 
similar backgrounds and experiences meant they were mostly willing to discuss the issue 
openly (especially as the topic was not sensitive).  
There are limitations inherent to FGDs. Mothers in the study were recruited through 
AMWs and Midwives, presenting the risk of selection bias of only selecting those who give 
birth with them. This bias was mitigated by informing Midwives and AMWs before the data 
collection that mothers who gave birth within the last three years at home with any person 
(AMWs, Midwives and Traditional birth attendants) are to be recruited. Also to capture a 
variety of perspectives and to obtain the most reliable results, AMWs from both hard-to-
reach and easy-to-reach villages were selected. Details of the FGDs are included in the 





3.4.5 Quantitative cross-sectional survey 
  
As the main objective of the quantitative study was to determine the knowledge and 
practice of AMWs in regard to maternal and newborn health care at the time of childbirth, a 
cross-sectional survey of AMWs was conducted in three townships of Magwe Division 
between July 2015 and February 2016. To reduce recall bias, all the practice questions 
referred to the six months before interview. A pre-test of the survey questionnaire was 
done before the actual data collection. All the interviewers in the study administered the 
questionnaire to two AMWs each from a different township (Thalyin) to test the wording 
and whether the participants understood the questions well. The questionnaire was revised 
after the pre-test and a final version was developed.  
The limitation of this design is that it cannot assess causality, making it difficult to 
interpret the associations detected. However, the rapid availability of the results at an 
affordable cost makes this design attractive, especially for capturing information about 
AMWs from hard-to-reach populations in rural and remote areas. The study collected data 
from all AMWs within three townships. If probability sampling had been used to select 
AMWs in all townships within Magwe Division, the findings may have turned out differently. 
3.4.6 Sampling procedures  
 
Different sampling procedures were used depending upon the target population 
needed to meet the study objectives.   
Qualitative research studies   
Purposive sampling was used for the qualitative parts of both studies to ensure the 





For the AMW task shifting study, 10 key informants came from the national 
Department of Health and from district and township-level health departments involved in 
MCH planning and implementation. Fifteen FGDs (two with MWs, five with AMWs, four with 
community members and four with mothers of children under the age of three years) were 
conducted within both hard-to-reach and non-hard-to-reach areas. Fifteen MWs and 33 
AMWs and 36 community members and 29 mothers with a child aged under three 
participated in the study.  
Five advocacy meetings were undertaken with the district and township level 
authorities before data was collected. All the MWs and AMWs were selected using a list 
from the TMO and in consultation with a local NGO and the township health nurse who has 
knowledge of the villages in the township. MWs and AMWs were contacted one week 
before the interview and confirmation was made two days before the interview using phone 
and letters sent through personal contacts. The research team gave detail information on 
the venue and estimated time of interview and also ensured that travel expense will be 
reimbursed. Apart from the two FGDs with the MWs, which were done in the township 
hospital, all the AMW FGDs were done in community gathering places of the respective 
villages and the office of an international NGO in Ngape Township. All the individual 
interviews were done in private places chosen by the interviewee, and were mostly carried 
out in the offices of interviewees.  
Mothers and community members were selected with the help of the local Midwife 
and AMWs. Information on recruitment of mothers, estimated time of interview and a place 
to conduct the FGDs was planned three days before the interview.  For the community 





both male and female members of the community to be included for the interviews. All 
FGDs were conducted in community gathering places of the respective villages. As the 
research team members were Myanmar nationals, there was no language barriers. The 
process of the research team members explaining ethical procedures and permissions 
granted to the participants during the first session created reluctance among many 
participants in the beginning of the interviews or focus groups, as they saw the interviewers 
as academic professionals, creating a power imbalance. This was mitigated by first talking to 
them about their personal backgrounds and demonstrating an interest in their views 
regarding the topic, which took around five to ten minutes. It is still acknowledged that 
responses from participants may have been influenced by their perception of the research 
team.  
For the inhaled oxytocin study, KIIs and FGDs were conducted to explore its 
feasibility and acceptability in rural and urban settings. Individual interviews (IDIs) occurred 
with rural and urban health care providers at the township level, obstetricians from both 
the public and private health care systems, and key informants from the pharmaceutical 
industry and UN agencies working on MCH. AMWs and Midwives for the FGDs were 
recruited under the guidance of the Township medical officer and the township health 
assistant. Mothers in the village were recruited through the respective Midwives in the 
study townships. Fifteen KIIs and 11 FGDs (three with Midwives, four with AMWs and four 
with mothers) were completed in urban and rural areas. Twenty-six MWs, 28 AMWs and 30 
mothers with a child under three participated in the study. Details of the KIIs and FGDs are 






Quantitative research study  
For the quantitative study, three townships in Magwe region (Gangaw, Ngape and 
Seitphyu) were purposively selected to represent the geographical diversity of the region: 
one in the south, one in the far northeast and one in the centre, all with high maternal and 
infant mortality. The selection was based on discussions with the Director of Maternal and 
Reproductive Health Division and the District Medical Officer. All three townships were 
identified as hard-to-reach townships using 3MDG criteria. Since the townships were 
purposively selected, all AMWs currently working in each township were listed and 
recruited as a census rather than sampling to enhance the generalisability and external 
validity of the study. AMWs who were not in the township time of the survey, and those 
who could not attend the rural RHC due to bad weather or childcare responsibilities, were 
not able to participate. Of 308 AMWs invited to participate, 262 did so (85%). 
Pros and cons of selecting the townships and the AMWs for the quantitative study 
For a quantitative study, the ideal method of sampling is probability sampling to 
obtain a representative sample from the population. However due to constraints in 
resources and time, three townships were purposively selected, which may reduce their 
representativeness. However, as the selection of townships was based on health service 
delivery and geographical differences within the district, we applied the most feasible 
approach with results likely generalizable to other settings with AMWs in Myanmar. As 
noted earlier, to enhance generalisability and external validity, all the AMWs in each of the 
townships were selected. With more resources and time, a random sample of AMWs within 






3.4.7 Data collection, management and analysis 
 
The methods described above were used to collect data, which was then handled 
and analysed as described below. 
Qualitative research  
FGDs and KIIs were digitally recorded. In addition, handwritten notes were taken to 
allow checking for consistency. All recordings were transcribed verbatim in Myanmar 
language from the digital recorders by the note takers and checked against field notes for 
consistency. Data were collected purposively to understand the different perspectives. 
During the data collection process, daily discussions were held with the interviewers and 
note takers around the main themes, organised using a matrix in Myanmar language. These 
discussions afforded the opportunity to undertake preliminary interpretation of the data 
collected while it was still fresh in the minds of the research staff. Before the actual coding, 
all transcripts were read and reread by myself in Myanmar language. Transcripts of FGDs 
and KIIs for the AMW task shifting study were coded using the Atlas TI software, which 
enables researchers to code in the original language. However, for the inhaled oxytocin 
study, transcripts of all the FGDs and interviews were translated into English. N Vivo version 
10 (QSR International, Melbourne) was used to analyse data for the inhaled oxytocin study, 
as comparison was needed with other countries in the project.  
Two data coders coded the transcripts separately. Inter-coder reliability was found 
to be over 80% after consistency checking using N Vivo software. The primary coding 
structure was developed around conceptual codes and sub-codes that identified the key 





codes. The two researchers who coded the transcripts reviewed the coding and agreed on 
the final structure. Main topics (Table 12) and themes were pre-identified using the FGDs 
and the IDI guides and emerging themes were noted and discussed. In the study outputs, 
quotations are used to support the study findings and to enhance understanding of the local 
context.   
Table 12: Main topics explored in the studies 
AMW task shifting study  Inhaled Oxytocin study 
Current practices around childbirth Current practices around childbirth 
Medications at the time of childbirth Medications at the time of childbirth 
Types of health care providers in the 
village/community and their role 
Beliefs around PPH, bleeding 
Perception towards AMWs by the community 
and health care providers and AMWs 
themselves 
Oxytocin current practices 
Expectation of the services provided by AMWs Perspective toward inhaled oxytocin 
Task shifting possibilities Implementation strategy 
Challenges of providing services   
Opinions on AMW program  
 
Quantitative research study  
The quantitative data collection forms were checked for completeness and 
inconsistency on the same day by a different data collector. There were no missing data. 
Coded data were double entered into the software Epi Data version 3.1 by two research 
assistants. Double data entry was then checked for consistency by me and any discrepancies 






Binary and categorical variables were summarised by proportions and tabulations. 
Continuous variables were summarised using means, standard deviations (SDs), and ranges. 
Differences between groups were assessed using chi-squared tests and/or univariable 
logistic regression with 95% confidence intervals. The effect of each of the independent 
variables was adjusted for all other independent variables in a multivariable logistic 
regression model. Variables were included in the model if they were known or hypothesised 
determinants of our outcomes of interest. 
3.5 Research ethics 
 
The AMW task shifting study was approved by both the Ethics Review Committee of 
Department of Medical Research, Ministry of Health, Myanmar (approval number 
42A/ethics/DMR/2015) and The Alfred Hospital Human Research Ethics Committee, 
Australia (approval number Project 150/15). The inhaled oxytocin study was approved by 
the Alfred Hospital Ethics Committee, Australia (Project 153/15), the Monash University 
Human Research Ethics Committee, Australia (CF15/1701 – 2015000854) and the Ethical 
Review Committee on Medical Research Involving Human Subjects, Department of Medical 
Research, Myanmar (48/ Ethics/DMR/ 2015). 
Written information about the study was given to participants in Burmese and 
written informed consent was obtained. Consent forms were stored in a secure location. All 
activities and procedures including those for data collection, data storage and data analysis 
were performed in accordance with the guidelines and regulations as stated in the study 
protocol. 
I carried out all the qualitative interviews apart from three FGDs for the AMW study 





given and permission to record and take notes was obtained at the beginning of each 
interview and FGD. Participants were assured that their names and identifying details would 
be excluded from the study report. 
Interviews and FGDs were recorded using a Sony digital recorder, and on the day of 
each interview or FGD, the voice recording was copied to a computer and a separate digital 
storage device. The recordings were stored on a computer that was password protected and 
only accessible to me. The research assistant who assisted with the translation and 
transcribing had access to the digital recorder, which was returned once transcription was 
complete. 
Transcription of the Myanmar interviews was completed within four weeks of data 
collection. All the transcripts were checked against the recording by the principal 
investigator. Translation of the interviews for two studies took more than three months, and 
was performed by AMW study researchers. For the inhaled oxytocin study, a professional 
translator was employed and I checked all translations against the Myanmar in order to 









Chapter Four: Role of AMWs in hard-to-reach areas of Myanmar 
 
4.1 Introduction to Chapter Four 
 
AMWs have been serving as volunteer health workers in Myanmar since 1978.  Their 
intermediary role within the health system providing promotive, preventive and childbirth 
care in the rural hard-to-reach areas has never been explored. This chapter aims to 
determine the understanding and expectations that health workers and community 
members have regarding the role, responsibilities and practices of AMWs in one rural area 
of Myanmar.  
A qualitative study has been conducted involving 123 participants in 15 FGDs and 10 
KIIs with AMWs, Midwives, mothers, community members and health care providers from 
various level of the health system. The analysis mainly focused on the relationships and 
expectation of the role of AMWs from the provider, community and AMWs themselves 
within the community and the health care system. 
 
This chapter consists of the following article, which is under review in BMC Public Health: 
Kyu Kyu Than, Stanley Luchters, Khaing Nwe Tin, Thazin La, James Beeson, Alison Morgan 
“In the middle: a qualitative study of the role of Auxiliary Midwives in a hard to reach area 









In the middle: a qualitative study of the role of auxiliary midwives in a 
hard to reach area of Myanmar 
Kyu Kyu Than, Stanley Luchters, Khaing Nwe Tin, Thazin La, James G Beeson, 
Alison Morgan 
BMC Public Health. Submitted on 9 Jan, 2018. 
 
4.2 Abstract  
 
Background: Auxiliary Midwives (AMWs) are unpaid volunteer health workers assisting 
qualified paid midwives in maternal and child health care mainly in hard-to-reach areas of 
Myanmar. This paper describes the relationship between AMWs and the health system in 
providing maternal and child services as perceived by the community, AMWs themselves 
and health providers in one remote township of Myanmar. 
Method: A qualitative study was conducted in Ngape Township, Myanmar. A total of 15 
focus group discussions with midwives, AMWs, community members and mothers were 
conducted. Ten key informant interviews were performed with national, district and 
township level health planners and implementers of maternal and child health services. 
Thematic analysis was done using the ATLAS TI software.  
Results: AMWs occupy a unique position between the community and the health sector in 
the study township. The relationship and trust with the community is built upon prolonged 
presence providing health care, skill building and fulfilling community expectations. Health 
care provider’s expectation to provide only preventive, promotive and childbirth care often 
exceeds in reality when emergency occurs in hard-to-reach areas. This challenge to handle 





difficult by the AMWs. Although there are mismatched expectations by the community and 
health care providers, AMWs are highly accepted and appreciated for their service 
especially in the hard-to-reach communities. 
Conclusion: The trust and relationship developed by AMWs over four decades of 
community practice serving as the mediator role need to be acknowledged and utilize as a 




The re-emergence of the role of community health workers in maternal and 
newborn health has been an integral strategy to combat the human resource crisis in many 
low and middle income countries.(48, 84, 179) The services they provide have reduced 
childhood undernutrition, expanded access to family-planning services and improved 
maternal and child health.(84, 180) Community health workers vary in their roles, titles, 
duration of training, means of remuneration and the level of acceptance and inclusion 
within different health systems.(48) In general, community health workers are people 
selected from the community to carry out specific tasks related to health care delivery 
within the community and usually receive some training related to these tasks. They usually 
have a basic level of schooling and do not have formal professional or paraprofessional 
training.(48, 84, 151)    
Myanmar has a large human resources for health deficit, with just 1.33 health 
workers (doctors, nurses and midwives) per 1,000 people.(61, 66) As 70 percent of its 





such as Auxiliary Midwives (AMWs) and Traditional Birth Attendants (TBAs) have played an 
important role in maternal and child health.(68, 181, 182)  
AMWs are unpaid voluntary health workers trained for six months (3 months of 
theory and three months of practice). AMWs have been part of Myanmar’s health system 
since 1978, when the program reflected the commitment to the primary health care 
movement.(72) The aim of training and deploying AMWs was to assign them in villages 
where there are no qualified paid midwives (MWs) and to replace the TBAs who are 
considered unskilled health workers. AMWs are selected from the communities through 
selection criteria which include education and work commitment. Following the six month 
training period, they provide antenatal care, nutrition education, breast feeding information 
and support, counselling, and post-natal care to mothers and newborns within their local 
area. They are also trained to conduct normal deliveries and identify risks and complications 
for timely referral.(72, 182) At present, there are over 30,000 AMWs serving in the rural 
villages of Myanmar.(35)  
Myanmar’s government has renewed interest in optimising the role of AMWs for 
rural health development, by expanding the role of existing AMWs. The World Health 
Organization (WHO) has also recommended a range of competencies and practices that can 
be implemented by AMWs.(183) However studies have demonstrated that implementing 
effective interventions successfully requires an understanding of the relationship and trust 
between health worker, community and the health system in which the intervention aims to 
take place. (184, 185)Others studies on AMWs in Myanmar reported that AMWs’ knowledge 
and skills are low and of concern (1, 74, 76) and training and supervisions are also identified 





intermediary position of AMWs in the complex health system of Myanmar has never been 
taken into account. This study aimed to describe the relationship between AMWs and the 
health system in providing maternal and child services as perceived by the community, 
AMWs themselves and other health providers in one hard-to-reach area of Myanmar, to 
provide the contextual understanding for optimising their role.  
4.4 Methods 
 
The study was part of a larger study looking at optimizing the role of AMWs in task 
shifting maternal and child health interventions and the methods have been reported in 
separate publications.(2, 175) The method in brief is as follows.  
The qualitative inquiry was conducted in Ngape Township (an administrative 
subdivision of a district) in Myanmar. Ngape Township was purposefully chosen because it is 
a hard-to-reach township, some 16 hours’ drive from Yangon. Ngape Township has an 
estimated population of 46,572 and has one 25 bedded township hospital with 12 medical 
staff, one 16 bedded station hospital with five medical staff and three rural health centres 
which provide out-patient care to the community with four basic health workers in each 
centre.  
The consolidated criteria for reporting qualitative research (COREQ) checklist was 
used to report the methods and findings of the study.(186)  
The research team consisted of one experienced qualitative researcher who 
conducted all interviews and focus group discussions, and four research assistants involved 





training on the background and rationale of the study, its objectives, ethical considerations 
and on strengthening certain qualitative research techniques more specifically.  
The topics covered in the interviews and focus group discussions in relation to the 
present paper were as follows (Table 13). 
Table 13: Topics and Themes explored in FGDs and Interviews 
Topics  
 
Emerging themes in the interview   
Perceptions of health care providers 
(How do the health care providers 
perceive the role of AMWs in the health 
system) 
Relationship and trust (relationship and trust between 
providers and AMWs in the health system) 
Expectations (role and performance expectation from 
AMWs by the system/providers)  
Perceptions of the community 
(How do the mothers and the community 
perceive the role of AMWs in providing 
care for them) 
Relationship and trust (relationship and trust between 
mothers, community and AMWs) 
Expectations (role and performance expectation of AMWs 
by mothers/community)   
Perceptions of being an AMW 
(Self-reflection of being an AMW including 
positive and negative outlook and 
difficulties encountered) 
Relationship and trust (relationship and trust between 
AMWs and mothers, community, MWs, TBAs and the 
township  health people) 
Expectations (role and performance expectation towards 








Five advocacy meetings were undertaken with the district and township level 
authorities before data were collected. A total of ten key informant interviews (KIIs) were 
conducted (three national level health planners, five district and township level health 
planners and implementers, and two from the 3 Millennium Development Goal (3MDG) 
fund who were involved in maternal and child health program implementation). National 
level is the key decision making level of the health system. District level health departments 
provide supervisory and technical support to the township level and guide the process of 
AMW recruitment, supervision, training and decision making towards AMW roles and tasks. 
Township level health departments manage the township health system which is the 
backbone of primary health care, provides comprehensive health services at the local level 
and is predominantly responsible for management of the AMW activities(58).  Moreover, 15 
Focus Group Discussions (FGDs) with MWs, AMWs, community members and mothers of 
children under the age of three years were undertaken from both hard-to-reach and non-
hard-to-reach areas as the main dimension for sampling (Table 14). Each FGD consisted of 
between five and twelve participants. FGDs with MWs were conducted in the township 
hospital and all other FGDs in community gathering places of the respective villages and the 
office of an international non-government organization (NGO) in Ngape Township to ensure 
confidentiality and privacy. All the individual interviews were done in private places chosen 






Table 14: Overview of study participants of the focus group discussions and in-depth interviews 
Category  Number of FGDs Total number  




5 33 • AMWs from hard-to-reach villages 
with service year more than 5 
years 
• AMWs from hard-to-reach villages 
with mix service years  
• AMWs from non-hard-to reach 
villages with service year less than 
5 years 
• AMWs from non-hard-to-reach 
villages with  service year more 
than 5 years 
• AMWs from non-hard to reach 
village with mix of service years  
Midwives (MWs) 2 15 One with MWs assigned in hard to 
reach area and one with MWs assigned 
in non-hard to reach areas. 
Mothers with 
children under three 
years of age  
4 29 Two with mothers from hard to reach 
areas and two with mothers from non-
hard to reach areas  
Community 
members  
4 36 Two with community members from 
hard to reach areas  
Two with community members  from 
non-hard to reach areas 
Key informants  - 10 Three national level, five district and 
township level and two from Three 
MDG fund  
 
All the FGDs were audio recorded with written informed consent from the 
participants. Three interviewees refused to be audio recorded; all other KIIs were audio 
recorded. Note taking was done for all the KIIs and FGDs. All audio recordings were 
transcribed verbatim in Myanmar language from the digital recorders by the note takers and 
checked against field notes for consistency. The durations of the FGDs and KIIs ranged from 
30 minutes to 90 minutes with an average duration of 50 minutes. Before the actual coding, 
all transcripts were read and reread by the principal author in Myanmar language and by 
the data coders. Data coding was done using the ATLAS.ti software. Two members of the 
research team were directly involved in coding the transcripts. Reliability coding was set at 





primary coding structure was developed using the primary topic domains (roles, 
responsibilities and perceptions of the function of AMWs) and sub themes were identified 
after a thorough familiarisation with the transcripts. Participant characteristics (key 
informants, MWs, AMWs, mothers and community members) were also considered during 
the coding. Before finalising the code structure, the two researchers who coded the 
transcripts reviewed the coding structure and agreed on the final version.  Thematic analysis 
was done using both inductive and deductive approaches.  
4.5 Findings 
 
AMWs’ unique position and the relationship within the community and the township 
health system were discussed from health care providers’ perspectives, community 
perspectives and AMWs themselves.   
Providers’ perception of AMWs 
All health planners and MWs endorsed the critical role of AMWs in remote and hard- 
to-reach settings, and as the repository for important local community knowledge. AMWs 
are considered by the health care providers who participated in the study as a necessary 
cadre for the health system, especially in the hard-to-reach areas where government 
appointed health workers were not able to go.  
“As long as MWs are not fully appointed we will always need AMWs. For the remote areas, it 
is a wise decision to have the AMWs as a helping hand” (District level key informant) 
MWs, who are the immediate supervisors of AMWs, stated that building good 
relationships with AMWs was a necessity in reaching service to the hard-to-reach villages. 





conducting community health care activities. One MW who was assigned in the hard-to-
reach area expressed about the assistance of AMW in carrying out her daily activities.  
“we need good relationship with the AMWs because they are the local people who know the 
villagers and help us in our daily activities” (MW from hard-to-reach) 
Rapport was built by acknowledging AMWs’ activities. MWs believed that this was 
important in ensuring the ongoing engagement and commitment of the AMWs given their 
volunteer status.   
 “We persuade them. You are volunteers and you do good things for your village. We have to 






Providers’ expectations of AMWs’ role    
Expectations by health care providers in the study of what AMWs should be 
responsible for varied. Many stated that they expect AMWs to do preventive and promotive 
care but they also mentioned that AMWs need to know how to perform life-saving 
interventions before referring the patient to the hospital. One MW who faced difficulty in 
bringing a mother with complication herself stated that, 
“There will be benefit if they know how to put an IV [intravenous injection] drip line. I think 
we should teach AMWs in hilly villages. So, there is someone who can take care of mothers if 
something happen in an emergency” (MW from non-hard-to-reach) 
At the same time, there are different opinions about the AMWs’ responsibility. One 
key informant expressed his concern that AMWs were practicing beyond their competencies 
without fear of the consequences.  
 “Their main role is to assist the MWs in her routine activities like immunization and assist at 
normal deliveries and refer risk cases. However, in some of the areas they are giving 
injection and delivering high risk cases” (Township key informant)  
National and District level key informants mentioned the role of Township Medical 
Officers (TMOs) in imparting and maintaining expectations and norms for AMWs. TMO is the 
responsible person for making decision at township level. All volunteer recruitment and 
training are under the supervision of TMO and the decision and support given by the TMO is 
of utmost importance for the AMWs.  
“It depends on the relationship and leadership of the TMO. If the TMO is strong and can 





cannot make firm decisions the township becomes hectic and creates problems.” (District 
key informant)  
Community perceptions of AMWs  
Community members perceived the AMW as a valuable member of the community. 
Many of the mothers and community members spoke about the good relationship they had 
with AMWs who have been in their villages all their lives. Notably there were no practicing 
TBAs in villages where there were experienced AMWs. Trust and confidence was related to 
prolonged presence as well as the perception of AMW competencies and skills.  
“Everyone in the village rely on her [AMW] as she is very skilful and understanding…she is 
like a family member, she stays with us all night ….when my son was born and she did not 
sleep at all...” (Mother from non-hard-to-reach)  
However, villagers from the hard-to-reach village in which there was a newly 
appointed AMW (trained in 2015) expressed their concern about her capability in assisting 
at childbirth; comparing her to the traditional birth attendants and the old experienced 
AMW who had served them for a long time.  
“…the previous AMW could do everything, assisting at the birth of children and giving 
injections and she was very skilful, now she has moved to Thailand, so we have to give birth 
with the traditional birth attendant….she (new AMW) is not experienced yet….just finished 
training” (Community member from hard-to-reach)  
They also mentioned that time will be needed to build the skills of young AMWs. 






Because of the prolonged presence and the services provided, some of the older 
community members in the interviews were confused between an AMW and a MW. They 
trusted and rely on AMWs and described her as their own skilled persons who take care of 
their health. 
“We have our own Sayarma [General name used for a MW in Myanmar Language] for so 
long and she is so skilful, we trust her and everyone relies on her ….just recently there is a 
government appointed one in the nearby village…but we like and trust our own better” 
(community member from non-hard-to-reach) 
Community and mothers in particular considered that AMWs have good relationship 
with the MWs and whenever health activities are carried out in the village, the AMWs were 
considered as a primary communicator and speaker for the village. 
“She is the main health person for the village… she helps the MWs in immunization and she 
also can connect her (MW) when we need them (MWs)” (mother from hard-to-reach) 
Community expectations of AMW role  
In one of the hard to reach villages, there is a TBA who still conducts deliveries as 
well as a young newly trained AMW. The main difference expected by the community 
between an AMW and a TBA was that AMW would be able to provide injection medications. 
“They [AMW and TBA] both can help child birth…but AMWs can provide injection and are 
more educated” (community member from hard-to-reach) 
In this village, the newly trained AMW who does not provide any injections was 





of an AMW who could provide injections and do everything necessary for the mothers and 
their community. 
 “She is inexperienced as she is young, so we give birth with a TBA and when we ask for 
injections she said she doesn’t do it” (mother from hard-to-reach) 
Although the government has trained AMWs to assist MWs in maternal and child 
health activities, many of the community members in the hard-to-reach areas expected 
more from the AMWs than they were able to offer. They expected an AMW to be a skilled 
birth attendant who could provide all health care services equivalent to a MW. Many 
community members want AMWs to make less referrals and to give more injections. In spite 
of the restriction on injection practice by AMWs from the government, many of the mothers 
and the community expressed their demand for injections without being aware of the 
restrictions.  
“She went to training for so long and she is still reluctant to give the injection. We sent her to 
be like a MW, who could do all” (community member from hard-to-reach) 
Many of the community members highlighted the cost related to service provision 
and AMWs are considered as persons who provide affordable care compared to the MWs. 
“She (AMWs) knows our situation in and out and we can pay her when we have it  and 
sometime we just show our appreciation by giving rice and food but we can’t do that to 







AMWs’ perceptions of the health care providers and the community   
Relationship and trust with the providers and community   
AMWs in the study mentioned that relationship and trust are built within the 
community with dedication and time. Many of the older AMWs said that they devoted all 
their life to this work in which trust was built. Younger AMWs also mentioned that they had 
to be involved in many of the community activities to gain the trust of the community.  
“For an AMW, we must have 3 rules…. we must have ‘saydana’ [literally meaning 
compassion], ‘wathana’ [literally meaning interest] and ‘anitna’ [literally meaning 
endurance]” (AMW from non-hard-to-reach) 
However, a few AMWs mentioned that in spite of all the effort in caring for the 
community the only reward they get back is blame for being a lesser skilled volunteer in the 
health system. 
 “Sometime, it is so hard to persuade them [patient and family] to go to the hospital and to 
reach there [hospital] is so difficult, and hospital staff start scolding us saying ‘why did you 
bring a dead body, you should have brought her alive’.” (AMW from hard-to-reach) 
The relationship with the MWs was mostly expressed as positive and attendance at 
birth with MWs was perceived as helpful and encouraging by most of the AMWs. However, 
they also mentioned about the difficulty faced by some families in terms of cost for two 
providers at birth.  
“They only want to call one, we told them not to worry about money as both of us delivered 





[transport] cost of Sayarma [General name used for a MW in Myanmar Language] and for us 
we just told them not to worry”  (AMW non-hard-to-reach) 
AMWs’ response to expectations of others     
Although some of the AMWs in the study mentioned that they treated mothers and 
community members for fever and minor ailments, reluctance was observed when 
describing the provision of drugs and injections. AMWs in the studied township had mixed 
feelings regarding what they can do and are allowed to do for the community. Providing 
curative care in emergency situation was articulated as demand driven.  
“The child had a head injury and it was bleeding…..I told the father to go to the hospital, 
‘how can I go to the hospital, I have no money’…he [the father] just sat there in my home… 
not moving….the child is bleeding and I know I need to stop it ….so I stitched his [the child] 
head…. and gave him [the child] Anti Tetanus Toxoid injection……….”  (An experienced AMW 
from hard-to-reach) 
More experienced AMWs in the study mentioned that in the 1990s when they 
undertook training, they were expected to learn and provide curative care to the 
community as there was no  skilled provider in or near by their villages.  
 “…she [MW] taught me how do give injections and told me that if she is not around I can 
give….so I give injections” (experienced AMW in hard-to-reach) 
Gatekeeper role of the Township Medical Officers 
AMWs in the studied township had mixed feelings regarding their responsibilities 
and what they are allowed to do was shaped by the township level authority. Many of the 





rendered by different TMOs concerning their role as AMWs. They were enthusiastic in 
telling stories about many of the TMOs who have trained and taught them to be who they 
are today in serving their own village.  
“It was safe with him [TMO A]. We were trained on how to give treatment and injections. He 
said he will take responsibility. Then we were not scared to treat before sending the patients 
to the hospital” (AMW from hard-to-reach)    
Comparisons were made between TMOs that participants considered to be strict, 
and TMOs that participant considered to be cooperative, which influenced their perception 
of their own role and performance.  
  “During his time [TMO C], I was very depressed because he scolded me and told me to quit 
as an AMW because he found out that I gave an injection to the poor villager with fever. He 
was very strict” (AMW from non-hard-to-reach) 
AMWs also expressed their frustration at being in the middle between the health 
care system and the community in providing curative care. Many participants spoke about 
the lack of protection and support provided by the township health system. One stated, 
“I feel sad sometimes, we get badly scolded if something went wrong, but for the MW they 
are protected well. When they need us they say we are together with them in the system, 
when they don’t we are volunteers. So we are like salt between the beans. My family told me 
to quit the job but I have been doing this for more than 10 years and I can’t let go” 






4.6 Discussion  
 
This study suggests that trust and relationship building with the community was a 
function of the length of service of individual AMWs, their perceived skill, affordability, 
responsiveness to community demands for curative care, and how AMW interact with other 
health care providers. These findings are similar to other studies in low and middle income 
countries, where building trusting relationships involves not only the competency of the 
individual health worker but is also a function of other contextual factors including the 
outcome of services provided, responsiveness to need, and strong engagement with the 
community and the health system.(53, 185, 187)  
Older AMWs with long service and experience are more trusted and accepted for 
their skills compared to the younger AMWs who are newly trained and reluctant to provide 
curative care because of the rules set by the health authorities. It takes time, and in our 
study this was many years, and experience to build strong relationships and gain the respect 
of the people that the AMWs want to serve. A study looking at factors influencing 
productivity and willingness to serve the community by AMWs in Myanmar showed that 
older AMWs were more confident in taking care of the patient and were more likely to stay 
in service for more than 5 years.(182) This presents challenges for new AMWs, who, 
regardless of skill, lack this history. However a study by Calnan and Rowe argued that 
trusting relationships depended not only upon the length of service but also upon the 
outcome of the service provided.(188) Consequently the challenge is to build the skills and 
confidence in the newly trained AMWs. One potential strategy to better address the 
community expectations is to change AMW training curricula, adding selected curative 





importance of defining community expectations: either AMWs need to be better skilled and 
supported to provide selected curative practices, or more effort is required to ensure 
communities understand the clear boundaries in the AMW roles, to avoid unreasonable 
treatment demands being made on poorly equipped AMWs.  
Our study found that despite the mismatched expectations by the community and 
health care provider, AMWs are highly accepted and appreciated for their service, especially 
in the hard-to-reach areas. AMWs are caught between the community, who wants them to 
be skilled sufficiently to provide emergency care including injections, and the health care 
providers who provide mixed messages, allowing curative care only for emergency 
conditions, but without clear guidance. When there is no skilled health care provider due to 
geographical inaccessibility or other reasons, compounded by limited supervision and easy 
availability of drugs, AMWs in the hard-to-reach areas maintain and build their relationship 
and trust with the community through providing both their preventive and childbirth 
supportive role as well as curative care using injections and treating minor ailments 
irrespective of the restrictions. A study done in Mozambique, also reported that unrealistic 
expectations by the community was a function of less accessible health facilities and 
challenging geography.(179) Our findings also showed that emergency management for 
mothers during emergency conditions was frightening and daunting for AMWs, not only due 
to their limited skills, but also due to the distance from health care infrastructure. Curtale et 
al, reported that although the community health workers in Nepal tried to respond to the 
community expectations during emergency conditions, their fear and frustration were 





from risk taking with limited skills, developing training curricula with skilled based practical 
training to respond to emergency situation in hard-to-reach areas is recommended. 
In this regard, there is evidence that lay maternal health workers with similar 
educational backgrounds to AMWs in Myanmar, after two years’ working experience, have 
been able to deliver basic emergency obstetric care(190) in internally displaced communities 
in Eastern Burma/Myanmar through skill based training and team building. However, this 
project was resource intensive and the sustainability of the approach may require extensive 
skilled based training curriculum with highly skilled trainers, sufficient supplies and 
necessary equipment, and a monthly stipend to support the health workers.(190) Other 
feasible interventions to prevent maternal mortality and morbidity, such as the distribution 
of misoprostol for prevention of postpartum haemorrhage, monitoring of blood pressure of 
mothers and treating them with low dose aspirin and providing antibiotics for postpartum 
sepsis have been shown to be of effective and have recently been proposed as interventions 
that could be used by AMWs according to the WHO task shifting guidelines 
recommendations.(43, 175) Both financial and infrastructure resources are needed to build 
the skills of AMWs in responding to emergency situations including effective referral. 
 Studies examining the supervision of AMWs by MWs uniformly report that 
supervision improves the practice of AMWs.(1, 77) The findings from the present study 
highlight the additional importance of the gate keeper role of Township Medical Officers in 
shaping the role and performance of AMWs at the implementation level. Any efforts to skill 
up AMWs need to take into account the township level leadership and governance along 





their positions with skilled based training, necessary equipment’s and drugs, supportive 
supervision are necessary along with strong policy commitment in Myanmar.  
Strengths and limitations of the study   
Limitations of this study include that it was not able to assess the wider national and 
district level factors that may contribute to the relationships of AMWs, and the quality of 
care provided by AMWs at the township level was not assessed. In addition, the findings 
may have been affected by social acceptability bias of AMWs at the community level as in 
some hard-to-reach villages they are the only health care provider present. However, the 
research team attempted to mitigate this by involving different range of participants from 
both hard-to-reach and non-hard-to-reach villages. Despite these limitations, the study 
results bring attention to policy makers and a wider research community that AMWs have 
positive trusting relationships with not only the community but are also embedded within 




Our study focused on the relationships of AMWs in hard-to-reach communities in 
one township of Myanmar. Trust facilitates communication and access to care between 
community members and the health system and we believe this critical mediator role of 
AMWs has gone unappreciated to date. As the government of Myanmar introduces selected 
interventions as part of their task shifting for improved maternal and newborn care, we 
recommend that the trust that AMWs have developed over four decades of community 
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Chapter Five: Determinants of knowledge of critical danger signs, safe 
childbirth and immediate newborn care practices among auxiliary 
midwives 
5.1 Introduction to Chapter Five  
 
Chapter four has described that the intermediary role of AMWs within the 
community and the health system which needs to be considered and utilized as strength for 
future skill building. With the one AMW in every village policy, numbers of AMWs have 
increased in the recent years. However knowledge and skill assessment of AMWs have been 
limited especially focusing on identification of lifesaving danger signs for effective referral 
which is one of their main responsibilities. This chapter extends on to analyse the 
knowledge and practice of AMWs regarding danger signs and practices around the time of 
birth using a quantitative questionnaire survey of 262 AMWs in three hard-to-reach 
townships in Magwe Division. This chapter assessed the level of knowledge of critical 
dangers signs and practices of childbirth and newborn care and its determinants.  
 
This chapter consists of the following article, published under the Creative Commons 
license: 
Than KK, Morgan A, Pham MD, Beeson JG and Luchters S. Determinants of knowledge of 
critical danger signs, safe childbirth and immediate newborn care practices among auxiliary 
midwives: a cross sectional survey in Myanmar.  







Determinants of knowledge of critical danger signs, safe childbirth 
and immediate newborn care practices among auxiliary midwives: a 
cross sectional survey in Myanmar 
Kyu Kyu Than, Alison Morgan, Minh Duc Pham, James G Beeson, Stanley Luchters 
BMJ Open.2017 May; 7:e017180. 
5.2 Abstract 
 
Objectives: The re-emergence of community-based health workers such as the Auxiliary 
Midwives (AMWs) in Myanmar, who are local female volunteers, has been an important 
strategy to address global health workforce shortages. The Myanmar Government 
recommends one AMW for every village. The aim of this study is to investigate the current 
knowledge of critical danger signs and practices for safe childbirth and immediate newborn 
care of AMWs to inform potential task-shifting of additional health care responsibilities. 
Methods: A cross-sectional survey was conducted from July 2015 to June 2016 in three 
hard-to-reach areas in Myanmar. Face-to-face interviews were conducted using a pre-tested 
questionnaire.  
Results: Among 262 AMWs participating in the study, only 8% of AMWs were able to 
identify at least 80% of 20 critical danger signs. Factors associated with greater knowledge 
of critical danger signs included older age over 35 years (AOR=2.19, 95%CI=0.99-4.83), 
having received refresher training within the last year (AOR=2.20, 95%CI=1.21-4.01), and 
receiving adequate supervision (AOR=5.04, 95%CI=2.74-9.29). Those who employed all six 
safe childbirth and immediate newborn care practices, were more likely to report greater 
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knowledge of danger signs (AOR=2.81, 95%CI=1.50-5.26), adequate work supervision 
(AOR=3.18 95%CI=1.62-6.24) and less education (AOR=0.44, 95%CI=0.23-0.88). 
Conclusion: The low level of knowledge of critical danger signs and reported practice for 
safe childbirth identified suggests an evaluation of the current AMW training and 
supervision programs needs to be revisited, to ensure that existing practices, including 
recognition of danger signs, meet quality care standards before new interventions are 
introduced or new responsibilities given to AMWs. 
5.3 Introduction 
 
The re-emergence of the role of community health workers (CHWs) in health care 
provision has been an asset to the global health workforce.(48) Around the world, different 
types of CHWs have emerged that are adapted to the need of individual health care systems 
and country contexts.(83) CHWs are defined as “community members who work almost 
exclusively in community settings and who serve as connectors between health care 
consumers and providers to promote health among groups that have traditionally lacked 
access to adequate care”.(191) Most CHWs working in maternal and child health are 
women.  
Auxiliary Midwives (AMWs) are one of the largest voluntary health cadres in the 
country and have been trained by the Government of Myanmar since 1978.(72) They are 
local women with secondary level education who are willing to serve their own community 
with maternal and child health care service, and who work without financial incentives. The 
aim of producing AMWs in the early years of the program was twofold: to fill the gap in the 
availability of skilled birth attendants (midwives) who were not accessible in remote rural 





AMWs provide education and counselling to pregnant women on antenatal care, 
immunization, nutrition, birth preparedness, breastfeeding and postnatal care. They are also 
equipped with skills to conduct normal deliveries, identify pregnant women with greater 
risks of complication and facilitate early and timely referral.(72, 192) 
 Myanmar has a critical shortage in human resources for health; there are only 14 
health providers with midwifery skills (doctors, nurses and midwives) per 10,000 persons. 
This is significantly less than 23 per 10,000 persons recommended by the World Health 
Organization’s to achieve the 80 percent skilled coverage for maternal and child health.(66) 
Although the Myanmar Government recognizes the need to increase the number of skilled 
birth attendants and the distribution of midwives, health system resources are lacking and 
policies to fill and sustain the human resource gap are not currently in place.(39)Task 
shifting is one possible option to address human resource shortages and the Ministry of 
Health has revitalised the AMW program to help extend services to “hard-to-reach” 
areas.(43) The national target set by the Ministry is to have at least one trained AMW in 
every village by 2016.(39) The Ministry also recommends task shifting evidence based 
essential interventions to AMWs, to improve the health of mothers and the newborns.(143) 
Currently, AMWs training lasts for six months, including three months of theoretical 
learning and three months of practical skills provided by township health departments. The 
trainings are conducted under the guidance of the Ministry of Health.(39) Within the 
current ‘Three Millennium Development Goals Fund’ (3MDG) for Magwe region, new and 
refresher trainings have been undertaken in Gangaw, Ngape and Seitphyu townships. 
Refresher trainings are provided by the township-level team, which consists of the township 
medical officer, township health nurse and other health staff within each township, and 
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entails 3-5 days covering the critical topics relevant to AMW practice. AMWs are supervised 
by the midwives in their township.(193) Typically, a midwife is responsible for overseeing 
four to six AMWs, and would visit each AMW every month to monitor performance. In 
practice, it is reported that many midwives are not able to regularly following up the AMWs 
for whom they are responsible.(34) 
Although the number of AMWs has increased, there are few studies on AMW service 
provision and performance in Myanmar. Two studies conducted by the Department of 
Health in 2005 and 2011 reported that knowledge was low and that AMW  skills were below 
satisfactory level.(74, 76) The first study included 211 AMWs from 12 townships and the 
second study included 287 AMWs from four townships.(74) These studies assessed AMWs 
general maternal and child health knowledge and skills but did not focus on the critical 
danger signs.  
Our study aimed to investigate the level of knowledge and practices specific to 
lifesaving care for pregnant women and their newborns: recognition of critical danger signs 
during pregnancy and labour, clean and safe childbirth practices, and immediate newborn 
care practices. In addition we examined the determinants of knowledge-level to inform 




Myanmar is a country with geographically, culturally and socially diverse 
communities. Magwe region in central Myanmar and with a population of 3.9 million was 
purposively selected based on its high reported maternal mortality ratio (344 per 100,000 





various hard-to-reach populations and in rural remote areas most of birth takes place at 
home (nationally reported to be 72 per cent).(32) Within each township, villages were 
identified as hard-to-reach and non-hard-to-reach according to the 3MDG fund criteria (a 
score of 0-12 is accorded based on travelling time to the nearest facility, mode of travel, 
transport charges and roads affected by seasonal variation).(195) Three townships in 
Magwe region (Gangaw, Ngape and Seitphyu) were purposively selected to represent the 
geographical diversity of the region and because they have high maternal and infant 
mortality.  
Study design and participants 
A cross sectional survey using interviewer administered pre-tested questionnaire 
was conducted between July 2015 to June 2016. A list of practicing AMWs was obtained 
from the township health departments and checked through discussions with the township 
medical officer. All practicing AMWs in the three townships were recruited for interviews. 
AMWs who were not in the township, and those who could not come to the rural health 
centre (RHC) due to bad weather or having a very young child at the time of the survey, 
were not able to participate. A total of 262 AMWs participated in the study out of 308 
invited to participate (85 percent). 
Data collection methods 
Data was collected using a pretested semi-structured questionnaire in Myanmar 
language. Five trained interviewers conducted face-to-face interviews with AMWs after 
obtaining written, informed consent. Interviewers were not employed by or associated with 
the health system. Completing the questionnaire took approximately 30 to 45 minutes per 
interview. The questionnaire consisted of five main sections including: socioeconomic and 
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demographic characteristics, training and supervision of maternal and child health services, 
knowledge of risk and danger signs, practice of antenatal, birth, postnatal and newborn 
care, and barriers and facilitators for provision of services. In order to reduce the recall bias, 
all the knowledge and practice questions were based on six months period before the data 
collection. Interviews were conducted in the closest Maternal and Child Health Centre or 
RHC to each AMWs place of residence. All the participants were reimbursed with the actual 
cost of travel to the place of interview plus a daily allowance to cover meal costs. (3000 
kyats, equivalent to US$2.5) 
Data management and analysis 
Data were coded on the day of the interview by a different member of the research 
team, to check for incompleteness and inconsistency. There were no missing data. Coded 
data were double entered into the software Epi Data version 3.1 by two research assistants 
separately. Double data entry was then checked for consistency by the principal investigator 
and any discrepancies addressed through discussion with the research team. The principal 
investigator analysed the data using STATA version 13.1. 
Binary and categorical variables were summarized by proportions and tabulations. 
Continuous variables were summarized using mean and standard deviation (SD), and range. 
Differences between groups were assessed using chi-squared tests and/or univariable 
logistic regression with 95% confidence intervals. The effect of each of the independent 
variables was adjusted for all other independent variables in a multivariable logistic 
regression model. Variables were included in the model if they were known, or 







Responses to the question “when was the last refresher training received” was 
coded as “less than a year” if the participant indicated training had been received more 
recently than 2014 and as “no training or more than 1 year” if refresher training had not 
been received or received prior to 2014. The number of supervision visits in the last six 
months and the question on satisfaction of supervision were taken to create the adequate 
supervision variable as reported by AMWs in the study. The question on “how many times 
were you supervised in the last 6 months” was categorized as “less than 6 times or no 
supervision received” and “6 times and more”. Another question explored their satisfaction 
with the received supervision and was asked as: “Are you satisfied with your supervision?” 
Responses were re-categorized into a binary variable as “satisfied” for responses “very 
satisfied”, “satisfied” and “just satisfied” and into “not satisfied” when responses included  
“not very satisfied“ and “not satisfied at all”. A composite variable was constructed to 
describe the adequacy of supervision. If the number of supervisions was 6 times and more 
in the last 6 months and the satisfaction question was categorised as satisfied, it was 
considered as “adequate supervision” and if either the number of supervision was no or less 
than 6 times or the satisfaction question was categorised as not satisfied than it was 
considered as “not adequate.” 
According to the latest AMW manual published in 2015, there are 20 critical danger 
signs: six in pregnancy, eight in childbirth and postpartum, and six related to newborn care. 
Knowing critical danger signs is important to enable AMWs to refer mothers and newborns 
for timely and effective management of complications. Participants were coded as “high 
knowledge” if they reported at least three pregnancy critical danger signs (out of six), four 
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childbirth and postpartum critical danger signs (out of eight) and three newborn critical 
danger signs (out of six). All others participants were coded as “low knowledge”.  
A safe childbirth practice variable was constructed using responses to questions on 
usage of a clean birth kit and postpartum haemorrhage prevention practices. The question 
“Do you normally use a clean birth kit” was coded as “1” for yes and “0” for no. Frequency 
of Active Management of Third Stage of Labour (AMTSL) practices were coded into a binary 
variable grouping those who responded “always”, “mostly” or “about half the time” as “1”, 
and those who responded “sometimes” or “rarely” as “0”. A composite “safe childbirth 
practice” score was then constructed by adding the value of these two variables (using a 
clean birth kit, and practicing AMTSL). A score of “2” was considered “safe childbirth 
practice” and scores of ‘0’ or “1” was considered “not safe childbirth practice”. AMWs were 
also asked about the use of misoprostol, an intervention introduced to AMW practice in the 
study townships in 2015 by the Ministry of Health. 
Four immediate newborn care practice questions were given a score of 1 for “yes” 
responses and 0 for “no” responses. Practices assessed were: wrapping the baby for 
warmth; immediate breast feeding after birth; clean cord care; and wiping the newborns 
nose and mouth with a clean cloth or gauze. AMWs who reported all four immediate 
newborn care practices were categorized as providing “satisfactory newborn practices”, 
while all others were categorised as “not satisfactory”. AMWs categorised as providing both 
safe childbirth practices and satisfactory immediate newborn practice were described as 







Ethical approval for the study was obtained from the Ethics Review Committee of 
Department of Medical Research, Ministry of Health Myanmar (approval number 
42A/ethics/DMR/2015). Ethical approval was also obtained from The Alfred Hospital Human 
Research Ethics Committee in Australia (approval number Project 150/15). Written 
information was provided in Burmese and written inform consent was obtained. Consent 
forms were stored in a secure location. All activities and procedures including those for data 
collection, data storage and data analysis were performed in accordance with the guidelines 
and regulations as stated in the study protocol.  
5.5 Results 
 
Characteristics of participants 
A total of 214 AMWs from the non-hard-to-reach villages and 48 AMWs from hard-
to-reach villages participated in the survey (Table 15). The majority (82%) of AMWs lived in 
the villages where they were born (native village) and 49% had worked as AMWs for 10 
years or more. The mean age of AMWs was 32 years, and 42% had secondary and below 
education and 16% had university level of education. Forty five percent of AMWs in the 
study worked in other jobs in addition to being an AMW.   
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Table 15: Socio-demographic characteristics of participating auxiliary midwives (AMWs) 
Variables n (N=262) Percent (%) 
Townships  
   Gangaw 
   Ngape 










   Hard-to-reach  








   ≤ 24 years 
   25 to 34 years 
   35 to 44 years 












   Primary 
   Secondary 
   High School 












   Single 







Number of years lived in the village 
   ≤10 years 
   11-20 years  









Number of years working as an AMW 
   ≤1year 
   2 to 5 years 
   6 to 9 years 











Any other job apart from AMW work 
   AMW only  
   Manual labour 
   Farmers 
   Small Business owners 














Supervision and training 
All AMWs in the study were trained for 6 months within their respective townships. 
More than half (57%) had been trained before 2010 and 64% of the AMWs reported 
receiving some refresher training (Table 16). Among those who had received refresher 
training, 80% received the refresher training only in 2015. Seventy per cent reported 
receiving supervision from a midwife six or more times within the last six months and 60% 





Table 16: Training and supervision received by participating auxiliary midwives (AMWs) 
Variables  n (N=262) Percent (%) 
Year of first AMW training received 
   1978-1999 
   2000-2009 









Ever received refresher training 
   Yes 







Refresher training within one year 
   No refresher training 
   One year and more  









Number of supervision received within 6 months 
   Less than 6 times 







Reported satisfaction of supervision 
   Not satisfied  








   Not adequate 







* “Adequate supervision” was defined as receiving supervision 6 times or more within the last six months and 
was satisfied with the supervision received 
 
Nearly all AMWs (91%) knew the recommendation of four antenatal visits with a 
skilled attendant during pregnancy and 96% knew the recommendation of three postnatal 
visits within 14 days of birth. Regarding critical danger signs, AMWs were more 
knowledgeable about newborn (77%) compared to antenatal (58%), and birth and postnatal 
critical danger signs (54%) (Table 17). During the antenatal period, vaginal bleeding, 
convulsions/fits and severe headache with blurred vision were the most frequently reported 
critical danger signs. During childbirth and postpartum, the most commonly reported 
danger signs were bleeding, placenta not expelled one hour after birth of the baby and 
convulsions/fits. Severe abdominal pain, fast and difficult breathing, fever and too weak to 
get out of bed were the least reported. Although knowing all 20 critical danger signs is an 
expected AMW competency, only 8% of participants knew 80% or more of these danger 
signs and only 34% of participants knew at least half of the critical danger signs in each 
category.  
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Table 17: Knowledge of critical danger signs* for pregnancy, birth, postpartum and newborn care 
among participating auxiliary midwives (AMWs) 
Knowledge of critical danger signs  n (N=262)  Percent (%) 
Pregnancy (6 items) 
Vaginal bleeding 214 81.6 
Convulsion/ fits 152 58.0 
Severe headache with blurred vision  152 58.0 
Fever and too weak to get out of bed 134 51.2 
Severe abdominal pain 62 23.7 
Fast and difficult breathing 63 24.1 
Knowing 3 or more critical danger signs during 
pregnancy 
151  57.6 
Childbirth and postpartum (8 items) 
Not in labour within 6 hours of water breaking 141 53.8 
Labour pain (contractions) continue for more 
than 12 hours  
105 40.1 
Heavy bleeding after childbirth (pad/cloth 
soaked in less than 5 minutes) 
116 44.3 
Bleeding increases  189 72.1 
Placenta not expelled 1 hour after the birth of 
the baby (retained placenta) 
152 58.0 
Convulsion/fits   156 59.5 
Fast and difficulty breathing 51 19.5 
Fever and too weak to get out of bed 52 19.9 
Knowing 4 or more critical danger signs during 
birth and postpartum 
142  54.2 
Newborn (6 items) 
Difficult breathing (over 60/minutes or less than 
30/minute) 
183 69.9 
Fits or convulsions 156 59.5 
Fever  161 61.5 
Feels cold (cold body temperature)  117 44.7 
Bleeding from umbilicus or pus and redness 
around the umbilicus 
202 77.1 
Poor or no response to breast feeding 172 65.7 
Knowing 3 or more critical danger signs in 
newborns  
202  77.1 
AMWs who showed consistent high knowledge 
of critical danger signs (at least 3 danger signs in 
antenatal and 4 in childbirth and postpartum 
and 3 in new born periods) 
89  34.0   














Safe childbirth and immediate newborn care practice 
 
The main tasks of AMWs are to perform normal deliveries, and to identify and refer 
high-risk pregnancies and women and newborn showing danger signs to the nearest health 
facility. On average, AMWs in this study provided antenatal services to four pregnant 
women, childbirth services to two women, and postnatal services to four women in the past 
six months. Although labour monitoring using partograph was included in the AMW manual, 
and is widely recommended as an important tool for the management of labour, only one 
respondent answered “yes” to ever using a partograph. In this study, 84% of AMWs 
reported normally using a clean birth kit (Table 18). Eighty percent of AMWs self-reported 
actively managing the third stage of labour (AMTSL). However, only 41% of AMWs reported 
providing misoprostol after birth to prevent postpartum haemorrhage. Among those who 
used misoprostol, 75% used two tablets and 25% used only one tablet (compared with the 
recommended three tablet dosage). Only 31% of AMWs followed all four immediate 
newborn care practices for a normal birth. All six practices of safe childbirth and immediate 
newborn care practices were conducted by only 74 (28%) of AMWs in the study (Table 4). 
Table 18: Proportion of AMWs reporting specified childbirth and newborn care practices 
Reported practices n Percentage 
Childbirth practices (2 items) 
Use a clean birth kit  219 83.6 
Perform Active Management of Third Stage of 
Labour (AMTSL) 
216 82.4 
Performing both practices for clean and safe 
childbirth 
209 79.8 
Immediate new born care practices (4 items) 
Warming (wrapping the baby to keep warm) 222 84.7 
Breast feeding at once (immediately) 181 69.1 
Clean cord care  152 58.0 
Wipe nose, mouth of new-born with clean cloth 
or gauze 
191 72.8 
Performing all the immediate new born care 
practices  
81 30.9 
AMWs who reported practicing 6 safe and clean 








Determinants of high knowledge of critical danger signs 
Using multiple logistic regression analysis and after adjusting for confounders, 
variables that were strongly associated with high knowledge of critical danger signs were 
age 35 years and over, receiving refresher training within one year and adequate 
supervision. AMWs that are older (35 years and over) were 2.19 times more likely to have 
higher knowledge of critical danger signs compared to AMWs aged less than 35 years 
(P=0.054). AMWs who had received refresher training within one year were 2.20 times 
more likely to have better knowledge of the critical danger signs than those who had 
received no training within the previous year (P=0.010). AMWs who reported adequate 
supervision were 5.04 times more likely to have higher knowledge of the critical danger 
signs compared to those who did not receive adequate supervision (P<0.001) (Table 19).  
Determinants of safe childbirth and immediate newborn care practice 
 
Multiple logistic regression reveals that having high knowledge of critical danger 
signs and reported adequate supervision were positively associated with practicing clean 
and safe childbirth and immediate newborn care (Table 20). AMWs with high knowledge of 
the critical danger signs were 2.81 times more likely to report safe childbirth practice and 
immediate newborn care compared to those who had low knowledge (P=0.001). AMWs 
who reported that they had adequate supervision were 3.18 times more likely to practice 
safe childbirth and immediate newborn care compared to those who reported that they had 
no adequate supervision (P=0.001). AMWs with secondary level education or above were 
56% less likely to report safe childbirth practice and immediate newborn care practices 





Table 19: Determinants of consistent high knowledge of critical danger signs among 262 enrolled AMWs in 
Myanmar 















   Hard-to-reach  














   < 35 years 














   Secondary and below 














   Single 













Number of years working as an 
AMW 
   < 10 years 

















Any other job apart from AMW 
work 
   AMW only 

















Training and supervision characteristics 
Refresher training 
   No or one year and more  













Adequate supervision  
   Not adequate  
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Table 20: Determinants of practice of childbirth and immediate new born care practices of 262 AMWs 
enrolled in the study 
Variables  Proportion of 
AMWs with all 6 
practices of safe 
and clean 
childbirth and 










   Hard-to-reach  














   < 35 years 














   Secondary and below 












   Single 













Number of years working as an 
AMW 
   < 10 years 

















Any other job apart from AMW 
work 
   AMW only 

















Training and supervision characteristics 
Refresher training 
   No or one year and more 













Adequate supervision  
   Not adequate  













Knowledge of critical danger signs  
Consistent high knowledge of 
critical danger signs 
   No 




















The knowledge and practices of community health workers are important indicators 
of the quality of care provided by this cadre of health workers. The present study examined 
AMWs’ knowledge of critical danger signs during pregnancy, childbirth, postpartum and the 





prerequisite to timely referral of women and newborns to life saving interventions. Our 
study revealed low knowledge of critical danger signs among AMWs in the study area. This 
finding is consistent with the findings of a previous study of AMWs’ general knowledge 
including danger signs in four townships of Kyaukse, Myanmar,(76) and is concerning. 
In the present study AMWs with higher age (≥35 years) were more than twice as 
likely to be knowledgeable about critical danger signs compared to the younger age group. 
However, age was not associated with practice of care. A similar study of female community 
health workers in rural Nepal also found that women who were older had better knowledge 
of maternal and child health services.(196) Our findings suggest that knowledge comes with 
experience and that the training needs to be strengthen to ensure that those newly engaged 
in the AMW work are appropriately knowledgeable.  
Level of formal education was not associated with AMW knowledge in our study, but 
was inversely associated with provision of practice of care. We found that AMWs with 
higher than secondary level of education were less likely to report safe childbirth and 
immediate newborn care practices than those with lower education levels. This could be 
due to the fact that AMWs with better education are more likely to be involved in other jobs 
with better financial incentives compared to those AMWs who are less educated. Similar 
findings have been reported by a previous study on AMW performance in Myanmar, which 
showed that high education level was negatively associated with good performance.(77) 
Training is a major determinant of knowledge and practice by community health workers 
globally.(92) In the present study, receiving refresher training within one year was strongly 
associated with knowledge of critical danger signs. As some of the AMWs conduct deliveries 
rarely, and to maintain good knowledge refresher trainings are important. The apparent 
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success of more recent training (which was based on the new AMW manual) suggests that 
refresher trainings need to be extended to all AMWs. However, the overall low level of 
knowledge, even among recently trained AMWs calls for improved AMW training and 
support relating to the identification of danger signs. In the current AMW manual, extensive 
information covering a wide range of health topics may result in insufficient emphasis being 
placed on the more important topics, such as danger signs. Information such as using a 
partograph to assess the progress of labour is included, despite only one out of 262 
participants in our study reporting having ever used a partograph. In terms of the training, 
the right content and appropriate methodology that suits the trainees is an important factor 
to be taken into consideration.(197) Therefore, curriculum for training AMWs needs to be 
revisited and revised to prioritise the most relevant and practical information needed by 
AMWs.  
Supervision is recognised internationally and in Myanmar as important for 
maintaining or increasing the community health workers’ performance and quality of care. 
Previous studies illustrate that both the frequency of visits and the satisfaction of supervisee 
are important elements of effective supervision.(48, 92, 198) Our study findings show that 
supervision is a consistent determinant of both knowledge and practice. AMWs who 
reported adequate supervision were five times more likely to have higher knowledge on 
critical danger signs and three times more likely to provide safe childbirth and immediate 
newborn care practices. To accelerate effective supervision, mechanisms for frequent, 
quality supervision need to be incorporated into AMW training packages. Although many 





 A systematic review done by Hill et al. in 2014 found that supportive supervision 
given by formal health workers motivates community health workers, while also building 
trust and confidence between the two workers.(198) Similar opportunities to build trust and 
confidence exist in Myanmar as supervision of AMWs is largely conducted by midwives in 
the local rural health centre. Although our study was limited to supervision by the 
immediate supervising midwife, supervision by other level of health care workers and 
community members has been effective in other settings,(180, 198, 199) and should be 
explored in the Myanmar context.  
The 2006 Lancet series on maternal survival emphasised that the effectiveness of lay 
health workers programs depend on comprehensive training, considerable supervision and 
logistical input,(124) along with good planning. It is also well evident that community level 
health worker programs are not stand alone initiatives, and all effort within the health 
system must be involved to strengthen the knowledge and skills of AMWs who are the 
frontline workers of the hard to reach rural areas with innovative and effective training and 
supervision packages.  
There are a number of limitations to the present study. Practices of AMWs were 
based on self-reported practices rather than actual observed performance, and over-
reporting can be a problem with this approach. Our finding of low knowledge and poor 
practices may therefore still be an underestimate of the size of the problem. As a cross 
sectional study, the study is not able to determine cause-effect relationships. Creating 
composite variables for analysis may impose misclassification bias and findings should be 
interpreted with caution. Despite these limitations, results revealed that adequate 
supervision and regular refresher trainings are strongly correlated with AMW knowledge 
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and practice relating to safe childbirth practices and knowledge. These findings suggest that 
greater investment in training and supervision is warranted. 
Myanmar, a country in transition, with a fragile and weak health system, has chosen 
the path of training AMWs in response to national shortages in human resources for health. 
This policy is in line with WHO task-shifting recommendations that advocate for training and 
supporting lay health workers to perform specified tasks often performed by higher-level 
health cadres in order to improve access to care for hard-to-reach communities.(43) 
However, our study finds that AMWs currently report low levels of knowledge regarding 
critical danger signs and poor practices relating to safe childbirth and immediate newborn 
care. Our findings underscore the need for comprehensive, skills-based training module 
with close supervision and support mechanism in order to improve the knowledge and skills 
of AMWs in Myanmar before future task-shifting.  
Strengths and limitations of this study 
The study presents valuable information on current knowledge of critical danger 
signs and practices for safe childbirth and immediate newborn care of auxiliary midwives 
(AMWs) in Myanmar. Practices of AMWs were based on self-reported practices rather than 
actual observed performance, and over-reporting can be a problem with this approach. 
Moreover, composite variables were created for analysis, which could have led to 
misclassification bias. 
Low level of knowledge of critical danger signs and reported practices for childbirth 
suggest an evaluation of the current AMW training and supervision program needs to be 
revisited to ensure that existing practices, including recognition of danger signs, meet 
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Chapter Six: Task-shifting essential maternal interventions to AMWs 
 
6.1 Introduction to Chapter Six 
 
Chapter six described the role of AMWs in Myanmar according to the AMW manual 
and compared the tasks of AMWs with the WHO recommended guideline. I also assessed 
the feasibility and acceptability of task-shifting essential maternal interventions to AMWs 
using both the qualitative and quantitative data collected for the thesis. The mixed method 
study allowed me to show the proportions of AMWs that are prescribing medications 
without any guidelines and the qualitative data allowed me to answer why they are using 
these drugs.  
  
This chapter consists of the following article, published under the Creative Commons 
license: 
Than KK, Tin KN, La T, Thant KS, Myint T, Beeson JG, Luchters S, Morgan A:  The potential of 
task shifting selected maternal interventions to auxiliary midwives in Myanmar: a mixed-












The potential of task shifting selected maternal interventions to 
Auxiliary Midwives in Myanmar: a mixed-method study 
Kyu Kyu Than, Khaing Nwe Tin, Thazin La, Kyaw Soe Thant, Theingi Myint,  James G Beeson, 
Stanley Luchters, Alison Morgan 
BMC Public Health. 2018 Jan 18(1):99  
6.2 Abstract 
 
Background: An estimated 282 women die for every 100,000 live births in Myanmar, most 
due to preventable causes. Auxiliary Midwives (AMWs) in Myanmar are responsible for 
providing a package of care during pregnancy and childbirth to women in rural hard to reach 
areas where skilled birth attendants (Midwives) are not accessible. This study aims to 
examine the role of AMWs in Myanmar and to assess the current practices of three 
proposed essential maternal interventions (oral supplement distribution to pregnant 
women; administration of misoprostol to prevent postpartum haemorrhage; management 
of puerperal sepsis with oral antibiotics) in order to facilitate a formal integration of these 
tasks to AMWs in Myanmar.  
Methods: A mixed methods study was conducted in Magwe Region, Myanmar involving a 
survey of 262 AMWs, complemented by 15 focus group discussions with midwives (MWs), 
AMWs, mothers and community members, and 10 key informant interviews with health 
care providers at different levels within the health care system. 
Results: According to current government policy, AMWs are responsible for identifying 
pregnant women, screening for danger signs and facilitating early referral, provision of 





also assist at normal deliveries and help MWs provide immunization services. In practice, 
they also provide oral supplements to pregnant women (84%), provide antibiotics to 
mothers during the puerperium (43%), and provide misoprostol to prevent postpartum 
haemorrhage (41%). The current practices of AMWs demonstrate the potential for task 
shifting on selected essential maternal interventions. However, to integrate these 
interventions into formal practice they must be complemented with appropriate training, 
clear guidelines on drug use, systematic recording and reporting, supportive monitoring and 
supervision and a clear political commitment towards task shifting.  
Conclusion: With the current national government’s commitment towards one AMW in one 




Health workforce shortages are a major contributor to maternal and newborn 
morbidity and mortality.(43) According to the 2014 census, Myanmar’s maternal mortality 
ratio was 282 per 100,000 live births with wide variation between urban and rural areas.(7) 
In Myanmar, there are 14 health care providers per 10,000 persons with the necessary 
midwifery skills (doctors, nurses and midwives).(66) This is well below the World Health 
Organization (WHO) recommendation of at least 23 per 10,000 to achieve 80% coverage for 
skilled health care worker attendance during deliveries.(66, 92)  
To address the gap in human resources for health, task shifting has been identified 
as a promising strategy by WHO to optimize health worker roles to improve access to key 
maternal and newborn interventions. Task shifting “is a process whereby specific tasks are 





qualifications”.(43, 89) Globally, auxiliary health workers such as Myanmar’s Auxiliary 
Midwives (AMWs) are increasingly becoming providers of health services in low and middle 
income countries and the services they provide have reduced childhood undernutrition, 
expanded access to family-planning services and improved maternal and child health.(48, 
180)  
In Myanmar, midwives (MWs) are the primary level health workers within the 
government health system providing maternal and child health care at the community level. 
However, MWs are not able to cover all rural villages, where 70 per cent of the population 
resides.(200) To support MWs to care for mothers and children in hard to reach areas, 
AMWs are trained and organized by the government.(39, 74) AMWs are unpaid voluntary 
health workers and have been the largest community level frontline workers serving the 
mothers and children in rural remote villages since the program commenced in 1978.(72) 
The Myanmar Ministry of Health and Sports is in the process of developing an essential 
package of health services for townships (basic health care infrastructure) that will be 
covered under universal health coverage. With the commitment of the Myanmar’s 
government to investing in rural development and the health workforce skill mix, a policy 
was developed in 2013 of having an AMW in every village of Myanmar.(39, 66) Nationally, 
there are currently over 30,000 AMWs serving the country, which has a population of 
around 51.4 million.(5, 39) According to the WHO task-shifting recommendations, the 
competencies of auxiliary nurse midwife/auxiliary midwife should encompass 10 tasks as 
outlined in Table 21. Although the definition which includes secondary level of education 
and a period of on-the-job training for AMWs is similar to WHO’s, AMWs in Myanmar are 





are proscribed for AMWs by Ministry of Health and Sports.(192) Within the allowable 
competencies, three maternal interventions [oral supplementation to pregnant women, oral 
antibiotics to treat puerperal sepsis, providing misoprostol for prevention of postpartum 
haemorrhage (PPH)]were identified for future task shifting by stakeholders (health 
administrators, policymakers, Non-Government Organizations, professional associations, 
frontline healthcare providers and researchers) involved in the GREAT (Guideline-driven, 
Research priorities, Evidence synthesis, Application of evidence, and Transfer of knowledge) 
network research activity which was carried out in 2014. (167) 
However, prior to adding selected tasks to the current work role of AMWs it is 
important to investigate the current context and understand the practices and perception of 
the community level actors. The objective of this study is to examine the role of AMWs in 
Myanmar and to assess the current practices of the three proposed interventions which are 
not allowed in written policy for the AMWs. We focus on a hard-to-reach area and assess 
the feasibility of formally integrating these three tasks within AMWs work practices to 






Table 21: Comparison of the competencies of Auxiliary Midwives in Myanmar with the assumed 
competencies of Auxiliary Nurse Midwives according to WHO recommendation 
Assumed competencies of Auxiliary Nurse Midwives (ANM) 







Promotion of maternal, newborn and reproductive health 
interventions  
√ √ 
Oxytocin administration to prevent and treat PPH – standard 
syringe/ CPAD 
Χ Not allowed due to 
strict restriction on 
injection  
Misoprostol administration to prevent PPH  Χ Possible 
Misoprostol administration to treat PPH  Χ After the 
preventions dose 




Oral supplement distribution to pregnant women  Χ Possible 
Low dose aspirin distribution to pregnant women at high risk 
of pre-eclampsia/eclampsia  




mothers to the 
MWs for further 
care  
Continuous support for women during labour, in the presence 
of a skilled birth attendant  
√ √ 
Puerperal sepsis management with oral antibiotics  Χ Possible 
Puerperal sepsis management with intramuscular antibiotics – 
CPAD  
Χ Not allowed due to 
strict restriction on 
injection 
Maternal intrapartum care (including labour monitoring, e.g. 
using a partograph; foetal heart rate monitoring by 
auscultation; decision to transfer for poor progress; delivery of 
the baby)  
√ √ 
*ANM=Auxiliary Nurse Midwives; PPH=Postpartum haemorrhage; CPAD=compact pre-filled auto-disable 





Study setting  
 
Myanmar has critical resource constraints and faces a major gap in access to, and 
coverage of, health services in many regions of the country. Magwe region in central 
Myanmar with a population of 3.9 million was purposively selected based on its highest 
reported national maternal mortality ratio (344 per 100,000 live births).(7) The region 





place at home. Three townships in Magwe region (Gangaw, Ngape and Seitphyu) were 
selected for the quantitative survey to represent the geographical diversity of the region 
and Ngape township was chosen for the qualitative study as the township has a high rate of 
births with AMWs compared to other townships in the region.  
Study methodology 
 
A mixed methods study design was applied and two previous publications have also 
reported on the qualitative and quantitative methodology separately.(1, 175)  For the 
qualitative data collection, focus group discussions (FGDs) and key informant interviews 
(KIIs) were conducted using an interview guide to explore the role of AMWs, attitudes and 
perception towards AMWs, expectation of the services provided by AMWs and task shifting 
possibilities. A review of the current manual and micro plan (national plan with  detail 
calculation of how many AMWs would be needed in each state and division, how much cost 
is needed to train each AMW) for AMWs was conducted. Subsequently, a cross sectional 
survey of AMWs was carried out using an interviewer administered pre-tested 
questionnaire, which included the practice of antenatal, birth, postnatal and newborn care 
practices of AMWs. Results relating to determinants of knowledge of critical danger signs 
and practices around the time of child birth have been reported in a separate article in 
which practice of Misoprostol has been mentioned in brief already. (1) 
Sampling and recruitment  
 
Purposive sampling was used to collect the qualitative data. A total of ten key 
informants (three national, two district and three township level health planners and 
implementers, and two from the Three Millennium Development Goal Fund (3MDG) who 





Fifteen FGDs (two with MWs, five with AMWs, four with community members and four with 
mothers with children under the age of three years) were conducted. 
For the quantitative survey, a list of practicing AMWs was obtained from the 
township health departments and checked through discussions with the township medical 
officers. All practicing AMWs in the three townships were contacted for interviews.  
All the interviews were conducted in Myanmar language after obtaining written 
informed consent including an explanation of the study objectives and the intended use of 
information. Participation was voluntary. Interviews were conducted at a convenient 
location and the participants were reimbursed with the actual cost of travel to the place of 
interview and provided a daily allowance to cover meal costs (3000 kyats, equivalent to 
US$2.5). Confidentiality was maintained throughout the study. Four research assistants led 
by an experienced researcher conducted the interviews after a three-day training of the 
research methods and the study objectives. Data collection was done from July 2015 to June 
2016.  
Data management and analysis 
Quantitative data were checked for consistency and double data entry was done 
using the software Epi Data version 3.1. Data were analysed using STATA version 13.1. 
Binary and categorical variables were summarized by proportions and tabulations. For the 
qualitative data, all the transcripts were read and reread by the principle author in 
Myanmar language and all the translated versions of the transcripts were read and reread 
by the other coders. Transcripts of FGDs were translated into English before coding, while 
remaining data were coded in Myanmar language using ATLAS ti software. Two data coders 





coder reliability was found to be over 80 per cent. The analysis was both inductive and 
deductive and relevant themes were categorized under the three main themes: perception 
of the role of AMWs, potential for task shifting responsibility and feasibility of integrating 
new interventions into the current health system. Quotations were used to support the 
study findings and to enhance understanding of the local context. Data integration and 
triangulation was done at the interpretation phase of the study using both quantitative and 
qualitative data.  
6.5 Results 
 
Background characteristics of respondents  
 
A total of 123 people participated in ten key informant interviews and 15 focus 
group discussions, comprising 15 MWs, 33 AMWs, 29 mothers and 36 community members. 
The FGDs comprised of 44 (35 women and 9 men) from the hard to reach villages and 69 (61 
women and 8 men) from the non-hard to reach villages. 
A total of 262 AMWs participated in the quantitative questionnaire survey out of 308 
invited to participate (85 percent). Reasons for non-participation included having a young 
child at home and poor weather preventing travel. In the very hard to reach villages, 77% of 
the invited AMWs participated. The majority (82%) of AMWs lived in the villages where they 
were born (native village). The mean age of AMWs was 32 years and mean duration of 
working as an AMW was 10 years.  
AMWs’ current role and responsibility 
A review of the current AMWs manual (192)showed that AMWs were mainly 
responsible to identify pregnant women and make sure that the women are connected with 





responsibility during pregnancy is to counsel women on healthy eating, danger signs during 
pregnancy birth preparedness counselling, and early initiation of breast feeding. They are 
allowed to conduct normal home deliveries, postnatal care and newborn care. They are 
expected to detect danger signs and promote early referral of women to the MWs, giving 
first aid care before referral. AMWs conduct health education sessions to the community on 
nutrition and other locally endemic diseases.  Currently they are not allowed to prescribe 
any medication to pregnant women. They are also responsible for recording and reporting 
of pregnant women and other cases of disease to the local health authorities (see Table 22).   
Table 22: Role and responsibilities of auxiliary midwives 
• Expected to identify pregnant mothers as early as possible and give antenatal care within their agreed 
authority, ideally aiming for at least four antenatal consultations. (AMW need to refer all registered 
pregnant women routinely as well as when showing danger signs and necessary must refer a pregnant 
mother (between 20 weeks and 35 weeks gestation) to the rural health centre for necessary 
investigation and if needed must accompanied the pregnant mother for emergency referral to the 
hospital) 
• AMW should provide health education to pregnant and lactating women to promote healthy  
eating and prevention of locally endemic diseases to the community in the village. 
• To encourage all pregnant mother to prepare thoroughly for delivery with a comprehensive birth plan 
• AMW conducts home deliveries, postnatal care and new born care.  Must be able to  refer high risk 
cases of mothers and the newborns defined in the AMW manual to the hospital in timely manner 
• AMW should provide support to infants through education to mothers on breast feeding practices 
such as exclusive breast feeding (for six months) and start of supplementary feeding at the age of 6 
months.  
• Monitor the growth and nutritional status of infants and under five children on a regular basis 
• Must provide first aid care in the capacity of her skill and must be able to refer needed cases to the  
hospital 
• Must report unusual diseases to the authority and must record the cases 
• Must help and provide assistance to Basic Health Staff in carrying out reproductive health activities. 
*AMW=Auxiliary Midwife; [Translated from a Burmese version of Micro plan for auxiliary midwives (2013-







Perception of the role of AMWs 
The perception of AMWs by the community and health care providers was positive 
in the study township and they were considered as the main mediators between the 
community and health care system. All levels of key informants stated that AMWs are 
essential health care providers serving the community with not only maternal and child 
health care but also with other health related activities including disease control and 
environmental sanitation. Health care providers also mentioned that without the existence 
of AMWs in hard-to-reach areas where MWs are unavailable, the mothers and children 
would be in the hands of traditional birth attendants and quacks. MWs in the focus group 
discussions stated that AMWs were a real helping hand for them because they were able to 
identify pregnant women in the villages and were able to understand the social background 
and local language of the women in their care.   
“If they (AMW) do not exist, patients do not have anyone to rely on especially in the hilly 
villages. You see when a mother gets in trouble during her pregnancy and if AMWs do not 
exist and we are out of town, there will be lots of problems” (MW FGD hard-to-reach) 
Mothers in the FGDs mentioned that AMWs were the first health care provider they 
notified of their pregnancy as she is always available. Regular home visits and counselling by 
AMWs also enhanced the early identification of at risk pregnancies and timely referral. 
AMWs were also considered as community mobilizers for immunization who make an 
inclusive list of who is to be immunized. In the hard to reach areas, MWs rely on the AMWs. 
“Well….when they find out new pregnant women, they tell us, I give the pregnant woman 
antenatal care. They can tell us immediately because they are always around in the village 





talk sessions and measure babies’ weight. Moreover, they call anyone who needs to receive 
service and they make sure no one misses.”  (MW FGD non hard-to-reach) 
AMWs also conduct normal deliveries in villages where MWs are not present. They 
are also willing to assist MWs when they conduct deliveries. Post-natal care and 
psychological support are usually given by AMWs and appreciated by women and their 
families. AMWs mentioned that serving the community and assisting women in delivery was 
satisfying. Although they mentioned their role as important, they also expressed their 
difficulty and devastation of being a voluntary worker without any incentives and payment.  
“We are a common slave for the villagers and the health staff. We don’t have days and 
nights and whenever there is an emergency they (villagers and health care providers) 
remember to call us. Sometime we had to come with our own expanse and eat from out of 
pocket.  No one pays us a penny” (AMW FGD hard-to-reach) 
Potential for task shifting responsibilities 
MWs in the study mentioned that they had shared some of their practices with 
AMWs. The main activities MWs shared to AMWs were providing pregnant women with 
vitamin supplementation (ferrous sulphate, folic acid, vitamin B1 and vitamin A); providing 
misoprostol for prevention of PPH; and giving antibiotics such as metronidazole and 
amoxicillin to treat fever and puerperal sepsis. However, all these activities were done on an 
ad hoc basis with no regulatory processes. MWs mentioned that these task shifting activities 
were done due to conditional circumstances and the needs of the community. Geographical 
distance and the relationship between the AMWs and the MWs were articulated as reasons 





the MWs were more likely to be distributing drugs to pregnant mothers compared to those 
who lived close and were not in a good relationship. 
“For those AMWs in far mountain villages who listen to us, we teach them how to use and 
what amount should be given for what kind of drugs. We tell them how much should be 
given for adult and for children. We thoroughly tell them” (MW FGD hard-to-reach) 
Quantitative findings also showed that AMWs were providing the three proposed 
interventions in practice: oral supplementation (84%), oral antibiotics to treat puerperal 
sepsis (43%) and misoprostol to prevent postpartum haemorrhage (41%). It was observed 
that oral supplementation was the most commonly performed task. This was explained in 
the qualitative findings by AMWs that oral supplementations were more freely available 
compared to the antibiotics and misoprostol. Health care providers mentioned that, ferrous 
sulphate, folic acid and vitamin B1 and A were regularly supplied by the government. AMWs 
in the FGD described, 
“MW usually asks the number of pregnant women. We provide the number and MW gives 
the medicine (Ferrous sulphate and folic acid) monthly “ 
The use of antibiotics for various purposes such as fever, flu and cough was a 
common practice by both the AMWs and the MWs. The most widely used antibiotics during 
the puerperal period were amoxicillin and metronidazole. Further exploration was made 
regarding the dosage of use, and it was mentioned that AMWs were instructed by the MWs 
to give an adult a dose of 500 mg 3 times per day for amoxicillin and 200 mg 3 times per day 
for 3 to 5 days for metronidazole. Some MWs mentioned that they use their mobile phones 





local drug shops. AMWs in the study mentioned that antibiotics can be freely purchased 
from the local drug stores without need for prescription.  A few AMWs in the FGDs 
mentioned that, 
“we usually buy the drugs from the drug store in town and sometime MWs share their drugs 
if they get a lot from the township”  (AMW FGD hard-to-reach) 
Township level health care providers said that the use of misoprostol to prevent 
postpartum haemorrhage was introduced around 2012 in the study townships and many of 
the MWs in the study articulated that they have instructed and shared their misoprostol to 
AMWs especially those in hard to reach remote villages. The most common dosage of 
misoprostol by AMWs was two tablets (totalling 400 micrograms) immediately after the 
birth of the baby. The detailed description of the perception and use of misoprostol by 
AMWs have been described in an earlier paper.(175) 
MWs mentioned that with thorough explanation and guidance, they could assure 
that AMWs would be able to distribute the drugs to mothers safely. AMWs were also 
confident and willing to take on the assigned role if it was given with proper training and 
guidance. The potential feasibility of the task shifting activities from the qualitative 
interviews is outlined in Table 23.  
The attitude to task shifting was positive by all key informants interviewed. Although 
many limited the scope of services to oral drugs as most of the health care providers in the 
study knew that changing the injection drug policy will not be easy and will take time.  A 





“As long as it is not an injection, I think any form of oral drugs like vitamins and antibiotics 
will be ok. However, we need to train them [AMWs] on how to use the drugs with clear 
guidelines. Is life saving and it can be given to them safely.” 
 
Table 23: Responses from FGDs with mothers, community, AMWs and MWs for specific interventions 









pregnant women  
Confident;  
Majority of AMWs 
already in practice, 
and drugs are 
mainly supplied by 






No difficulty being 
mentioned 
Agreed;  
Have been taking 





AMWs have been 
providing oral 
medication to 
villagers for minor 
illnesses  
Misoprostol for 
prevention of PPH 
Confident;  
Some of the AMWs 
are distributing 2 
tablets misoprostol 
to mothers with 
drugs provided by 
MWs especially in 










have received 2 
tablets after the 
birth of the baby 
from the AMWs, 
but could not 
identify the name 
of the drug 
Agreed; 
Limited knowledge 
of the drug and if it 
is for the benefit of 
the mother and the 
baby willing to 
accept  
Oral antibiotics for 
puerperal sepsis 
Confident;  
Only a few AMWs 
have used 
antibiotics for 
puerperal sepsis as 









some drugs for 
fever and cough 
but were not able 
to identify the 
name of the drug 
Agreed; 
AMWs have 
treated fever and 
cough cases with 
paracetamol and 
amoxicillin. Only 
some were able to 
identify the name 
of antibiotics 
*AMWs=Auxiliary Midwives; FGDs=Focus Group Discussions; MWs= Midwives; PPH=postpartum 
haemorrhage   
 
Feasibility of integrating new interventions into the current health system  
Guidelines on use and availability of drugs  
Key informants and MWs raised concerns regarding the instructions and guidelines 
for use of drugs by AMWs. They mentioned that there are no official guidelines and 





townships practices vary according to the availability of the drugs and informal instructions 
given by individual projects.  
They also mentioned the availability and consistent supply of drugs required for task 
shifting. Currently, there is ample supply of drugs due to the government supply in 2015 and 
the 3MDG program, however MWs stated that regular and consistent supply of drugs will be 
needed for sustainability and effective task shifting. For the AMWs, the supply of drugs 
[such as ferrous sulphate, folic acid, B1, misoprostol and antibiotics (amoxicillin and 
metronidazole)] was currently given by the MWs but the supply is inconsistent. There is 
neither systematic supply chain mechanism for the AMWs nor any recording of drugs given 
which was articulated as a barrier to potential task shifting.  
“We (MWs) just give the drugs when we have it and when we don’t we cannot give it, they 
(AMWs) also get the drugs direct from the NGO working in the area, sometime” (MW FGD 
non-hard-to-reach) 
Inconsistent MW availability  
Key informants mentioned that task shifting of the proposed interventions was 
feasible in places where there is inconsistent availability of MWs. Although MWs are 
assigned to hard to reach villages where there is a sub rural health centre, they rarely live in 
the assigned villages due to transportation and socioeconomic difficulties. This inconsistent 
MW availability was also articulated by the mothers and community members in the FGDs. 
In one hard to reach village the MW had been absent throughout her assigned period. MWs 
also expressed their difficulties of staying in hard to reach villages due to challenging 





 “If you are not a native, the very first problem is language. We can’t live because their life 
styles are not the same….quite frankly, one who is not local will only stay for 15 days in an 
assigned area while local stays because the local one doesn’t need to return home” 
 (MW FGD hard-to-reach) 
Supervision and monitoring issues 
All levels of health care providers pointed out that current supervision and 
monitoring systems for AMWs were weak. Apart from MWs meeting with AMWs during the 
monthly immunization sessions, there was no regular planned supervision or monitoring 
visits. Lack of support for travel was identified as the major barrier by MWs for supervision. 
Some of the AMWs mentioned that no government health staff had ever visited their 
villages. Many of the MWs mentioned that although they realize the importance of 
supervision and monitoring, there is no support mechanism currently available to solve the 
problem. 
“No one from the health department has ever been to my village because it is very far and it 
takes me about 9 hours to get here but for you it may take the whole day” 
 (AMW FGD hard-to-reach) 
Training gaps 
Many key informants and AMWs in the study talked about the need for proper 
training if the new practices were to be implemented as there is no standard guideline on 
how to use the drug and dosage in the current training manual. Key informants also raised 
concerns regarding the current training materials and methods of training stating they were 





training curriculum. There is no Training of trainers for AMWs at the national level. In regard 
to training for potential task shifting interventions, respondents emphasised practical 
training with hands on exercises.  
 “For the AMW, we must have a specific curriculum for the training and all the oral drugs 
usage needs to be in the guideline, it should be standardized from the Department of Health 
Human Resource and Planning. We need one trainer and trainee manual for the whole 
country. It should not be project or funding based. It is the responsibility of the health system 
to control the trainings” (District level key informant) 
Health system priorities 
Maternal and child health has been given a high priority by the government in recent 
years. Key informants from the national and district level mentioned that task shifting is a 
new word for them and that there are policy level limitations and delays that may be faced 
in introducing task shifting to AMWs. They suggested that the AMW program reached its 
peak in recent years due to political interest by the previous government. However, with the 
changing political landscape after the 2016 election, it is not clear if this support will 
continue. They stated that evidence based policy briefs will be necessary for the potential 
task shifting interventions to move forward with increasing awareness and interest. A 
national level key informant said that, 
“At the moment AMW trainings are continuing but I think is not a priority anymore after the 
change of government and there is no clear policy….MW upgrading and curriculum 








The findings from this study highlight that AMWs in Myanmar are already 
demonstrating their capacity to provide selected maternal health interventions. Despite the 
absence of policy endorsement there is a local acceptance by MWs who facilitate AMWs to 
provide drugs to mothers in hard to reach areas. The current role of AMWs, as 
intermediaries between the community and the health system and their accepted place in 
antenatal care, childbirth and postnatal care translates to broad acceptability for giving oral 
medications to women during pregnancy and at the time of child birth.  
Another factor in favour of task shifting is the inconsistent availability of the MWs in 
geographically hard to reach villages. Although the Ministry of Health and Sports recognises 
that more MWs are needed, there are still limitations to filling the gap.(66) Other studies 
have also shown that skilled health care providers are not available in the assigned health 
posts due to financial and transport difficulties, socioeconomic hardship, available schooling 
and geographical location.(33) Generally, AMWs in geographical locations where there are 
no MWs and no support system were more in favour of task shifting.(175, 182) Task shifting 
to alternative cadres for maternal and child health has been emphasized as an important 
strategy in countries where there is geographical inaccessibility and limited availability of 
skilled care attendants.(201-203) 
Other country experiences demonstrate that administration of medications by 
community based health workers has reduced childhood and maternal morbidity and 
mortality.(50, 52, 204) Trained community volunteers in Nepal were able to provide 
misoprostol to women in the community and uterotonic protection for deliveries rose from 





from remote areas.(114) A study in Pakistan using Trained Traditional Birth Attendants with 
monitoring supported by Lady Health Visitors and Community Health Nurses, to administer 
600 microgram of misoprostol to women with postpartum haemorrhage has reduced 
maternal mortality by 24 %.(205) However, these studies also recommended the 
importance of training and supportive supervision as a necessity in success.(87, 104, 160, 
206)  
In our study task shifting was already occurring in the study townships. Although 
such informal task shifting has been suggested as an initial path to task shifting, informal 
task shifting without having an explicit policy has raised concerns by health care workers 
and policy makers regarding unclear role and responsibilities of health workers.(79, 87, 160) 
Without the protection of a formalized policy and guidelines in practice, task shifting may 
pose a threat to the safety and performance of AMWs.  
In other reviews of task shifting programs recommendations include conducting a 
detailed task analysis of both the work of those to whom tasks will be shifted and the work 
of those from who tasks will be relieved, to ensure that the task shifting does not create a 
different system bottlenecks.(87, 104)  Although this study reviewed the tasks provided by 
AMWs, the study was limited to this cadre only without a comprehensive review of tasks 
performed by MWs. A task analysis of existing community level providers for maternal and 
child health care is recommended for the effective implementation of the task shifting 
interventions.(79, 104) Also task analysis provides the opportunity to revisit the current 
voluntary status as the increasing complexity of tasks expected of AMWs may not be 
consistent with a voluntary status. Thus incentives and funding mechanism for AMWs need 





Despite task shifting being a practicable option for human resource shortage, reports 
of concerns regarding quality, safety and sustainability have been documented from 
experiences of task shifting in HIV/AIDS in sub-Saharan Africa.(134, 207) Lessons learnt from 
barriers and enablers to effective implementation of the guidelines has pointed out that 
without evidence-based health policies to support implementation along with health system 
level factor readiness it will be hard to effectively implement task shifting initiatives.(143) 
Although there is an AMW manual(192), many of the health care providers in the study 
mentioned that no training curriculum for both trainers and trainees regarding AMWs 
existed. Reviews have pointed out that without appropriate training resources (curriculum, 
trainers and training materials) and appropriate skills building, task shifting may place the 
low level health worker and their supervisors at risk of malpractice.(79) In eastern 
Myanmar, task shifting to promote basic health service delivery among internally displaced 
people in ethnic health program service areas showed success through reorganizing and 
training the workforce with a rigorous and up-to-date curriculum for the Ethnic health 
organizations and community based health organizations.(64) According to the new 
National Health Plan, the government is committed to ongoing capacity building: “Ensuring 
that all Voluntary Based Health Workers, including CHWs and AMWs, are confident to take 
on the duties assigned to them is critical to their effectiveness. Sufficient skill-based training 
and consistent support and supervision from Basic Health Staff will be required – this 
requires resources to support and it needs to be taken into account for the uptake and 






Strengths and limitations of the study 
We employed a mixed method approach which enriched the study in two ways. First, 
the qualitative study helped us to understand the potential for task shifting three 
interventions to AMWs from both community and providers’ perspectives. The feasibility of 
the tasks was confirmed by the quantitative study where we documented the frequency 
with which these tasks were already being performed by AMWs. However, the study 
townships were purposefully selected based on their hard-to-reach characteristics and 
findings may not be representative of the perspectives of equivalent stakeholders in other 
regions, limiting generalizability of our findings.   
6.7 Conclusions  
 
Our study brings light to the Myanmar context in considering the potential for 
training and task shifting the oral administration of essential maternal interventions at 
community level to AMWs. The necessary enabling factors that are described above include 
supportive supervision, clear drug usage guidance and procurement and policy commitment 
to task shifting. As the Ministry of Health and Sports is committed to increasing the number 
of AMWs in every village of the country for reaching equitable care to mothers and 
newborn, optimizing the role of AMWs through task shifting effective interventions on 
maternal and child health should be considered. 
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Chapter Seven: Prevention of postpartum haemorrhage  
 
7.1 Introduction to Chapter Seven 
 
As postpartum haemorrhage is the leading cause of maternal mortality globally and 
for Myanmar as well. Feasible interventions to prevent and treat PPH by community health 
workers is of importance in reaching effective care to mothers in rural remote settings in 
the developing world. 
The research presented in chapter seven assessed the acceptability, feasibility and 
perceived utility of using AMWs to provide two specific community-based interventions for 
the prevention of PPH: misoprostol and inhaled oxytocin. 
This chapter contains the following article, published under the Creative Commons 
license: 
Than KK, Mohamed Y, Oliver V, Myint T, La T, Beeson JG, et al. Prevention of postpartum 
haemorrhage by community-based auxiliary midwives in hard-to-reach areas of Myanmar: a 
qualitative inquiry into acceptability and feasibility of task shifting. BMC Pregnancy 
Childbirth. 2017;17(1):146. 
It also includes an article under review at BMJ Open: 
Submitted publication: “Operational feasibility and acceptability of an inhalable formulation 
of oxytocin for improving community-based care in Myanmar” Kyu Kyu Than, Victoria Oliver, 
Yasmin Mohamed, Thazin La, Pete Lambert, Michelle McIntosh and Stanley Luchters.  
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Prevention of postpartum haemorrhage by community-based 
auxiliary midwives in hard-to-reach areas of Myanmar: a qualitative 
inquiry into acceptability and feasibility of task shifting 
Kyu Kyu Than, Yasmin Mohamed, Victoria Oliver, Theingi Myint, Thazin La, James G Beeson, 
Stanley Luchters 
BMC Pregnancy and Childbirth. 2017 May; 17:146 
7.2 Abstract for Misoprostol study  
 
Background: In Myanmar, postpartum haemorrhage is the leading cause of maternal 
mortality and contributes to around 30 percent of all maternal deaths. The World Health 
Organization recommends training and supporting auxiliary midwives to administer oral 
misoprostol for prevention of postpartum haemorrhage in resource-limited settings. 
However, use of misoprostol by auxiliary midwives has not formally been approved in 
Myanmar. Our study aimed to explore community and provider perspectives on the roles of 
auxiliary midwives and community-level provision of oral misoprostol by auxiliary midwives. 
Methods: A qualitative inquiry was conducted in Ngape Township, Myanmar. A total of 15 
focus group discussions with midwives, auxiliary midwives, community members and 
mothers with children under the age of three were conducted. Ten key informant interviews 
were performed with national, district and township level health planners and 
implementers of maternal and child health services. All audio recordings were transcribed 
verbatim in Myanmar language. Transcripts of focus group discussions were fully translated 
into English before coding, while key informants’ data were coded in Myanmar language. 





Results: Home births are common and auxiliary midwives were perceived as an essential 
care provider during childbirth in hard-to-reach areas. Main reasons provided were that 
auxiliary midwives are more accessible than midwives, live in the hard-to-reach areas, and 
are integrated in the community and well connected with midwives. Auxiliary midwives 
generally reported that their training involved instruction on active management of the 
third stage of labour, including use of misoprostol, but not all auxiliary midwives reported 
using misoprostol in practice. Supportive reasons for task-shifting administration of oral 
misoprostol to auxiliary midwives included discussions around the good relationship and 
trust between auxiliary midwives and midwives, whereby midwives felt confident 
distributing misoprostol to auxiliary midwives. However, the lack of clear government-level 
written permission to distribute the drug was perceived as a barrier to task shifting.  
Conclusion: This study highlights the acceptability of misoprostol use by auxiliary midwives 
to prevent postpartum haemorrhage, and findings suggest that it should be considered as a 
promising intervention for task shifting in Myanmar. 
7.3 Background 
 
Maternal mortality remains a major challenge to health systems worldwide. Globally, 
there were an estimated 303,000 maternal deaths in 2015.(4) The leading cause of maternal 
mortality in low-income countries is postpartum haemorrhage, which is the primary cause 
of nearly one fifth of all maternal deaths worldwide.(8) Postpartum haemorrhage is 
commonly defined as a blood loss of 500 ml or more within 24 hours after birth. In many 
cases, postpartum haemorrhage after birth is preventable through use of prophylactic 
uterotonics during the third stage of labour with timely and appropriate care and 
management.(208)  
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In Myanmar, it is estimated that the maternal mortality ratio decreased from 360 to 
200 per 100,000 live births between 2000 and 2013.(4) However, according to a nationwide 
cause-specific maternal mortality survey, postpartum haemorrhage remains responsible for 
an estimated 30 percent of all maternal deaths, making it the leading cause of maternal 
mortality in the country.(10) Urgent actions are being taken by the Government of 
Myanmar to bring down the high rate of maternal mortality, recognising the human 
resource shortage in hard-to-reach areas as one of the main causes. Inadequate health 
literacy in the community, high patient to provider ratios, and poor accessibility are some of 
the challenges faced by skilled birth attendants assigned to rural hard-to-reach areas.(33) 
One of the mechanisms that the Ministry of Health has employed is to promote the 
existence of auxiliary midwives (AMWs) with the aim of “one AMW to be trained in every 
village” by 2016.(39) AMWs are categorized as unpaid volunteer health workers and have 
been part of the health system since the late 1970s.(72) AMWs are mostly local women with 
secondary level of education, who have been selected and trained under the guidance of 
the Township Health Department for three months in theory and three months in practical 
skills related to antenatal care, uncomplicated deliveries and postnatal care. The main role 
of AMWs is to perform preventive care such as counselling of mothers on safe motherhood 
and promoting delivery with a skilled attendant. AMWs are to assist midwives (MW), who 
are skilled birth attendants from the formal health sector. 
When a skilled birth attendant is available, the most effective intervention for 
preventing postpartum haemorrhage is active management of third stage of labour which 
includes administration of a uterotonic drug after the birth of the baby, controlled cord 





injection as the preferred uterotonic is current best practice for prevention of postpartum 
haemorrhage.(209-211) However, the need for cold chain storage and a skilled provider to 
administer an injection hinders the distribution and usage of oxytocin in many resource-
limited settings, particularly in more remote communities.(211)  
Misoprostol is an oral uterotonic drug suggested as a substitute to oxytocin in low 
resource settings.(109, 113) As this drug does not require cold storage and can be 
administered orally, it has been used and proven to be effective when administered by 
community health workers in other settings. For example in a randomized controlled 
placebo trial in Pakistan showed that provision of misoprostol by Trained TBAs in home birth 
settings reduced the rate of PPH by 24 %.(114, 115, 205, 212) Current World Health 
Organization (WHO) task shifting guidelines specifically recommend misoprostol use by 
AMWs in situations where there are no skilled birth attendants and home births are 
common.(43) In Myanmar, 70 percent of the population resides in rural areas where home 
births are a common practice.(68) Although AMWs in Myanmar are categorized as unskilled 
birth attendants, current training manuals include the topic on active management of the 
third stage of labour with the use of misoprostol.(192) However, use of uterotonics 
including misoprostol by AMWs remains controversial due to concerns regarding the 
management of possible side-effects such as fever and chills, and the potential use of 
misoprostol to induce abortion. This study aimed to explore community and provider 
perspectives on the role of AMWs and explore community-level provision of oral 
misoprostol by AMWs.  
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To understand the barriers and facilitators towards task shifting of AMWs in 
Myanmar, we undertook a descriptive mixed methods study. This paper reports on the 
qualitative research component of the study.  
The qualitative inquiry was conducted in Ngape Township (an administrative 
subdivision of a district) in Myanmar. Ngape Township was purposefully chosen because it is 
a hard-to-reach township, some 16 hours driving from Yangon. Ngape Township has an 
estimated population of 46,572 and has one township hospital, one station hospital and 
three rural health centres.  
The consolidated criteria for reporting qualitative research (COREQ) checklist was 
used to report the methodology and findings of the study.(186)  
The research team consisted of one experienced qualitative researcher who 
moderated all interviews and focus groups, and four research assistants involved in note-
taking and transcribing the audiotapes. Apart from one research assistant, all were female. 
Two research assistants were medical doctors and two were non-medical, all with some 
level of experience in conducting in-depth interviews (IDIs) and focus group discussions 
(FGDs). The research team participated in a three-day refresher training on the background 
and rationale of the study, its objectives, ethical considerations and on strengthening 
certain qualitative research techniques more specifically.  
The topics that were covered in the interviews and focus groups were beliefs and 





provider in antenatal, childbirth and postpartum care, beliefs and practices around 
postpartum haemorrhage and other complications, relationship with health care providers, 
perspectives towards AMWs, and provider and community perspectives towards task 
shifting of misoprostol to AMWs. Pre-testing of the interview and focus group guides was 
done in Thanlyin Township (a semi-rural area in Yangon Division) to identify the nature of 
the interview/focus group and the content of the interview or focus group guide. From the 
pre-test, it was learnt that conducting FGDs with the AMWs in the hospital setting was not 
conducive to the discussions as they were reluctant to talk about issues related to 
relationships with health care providers and actual practices in the community. Therefore, 
apart from the two FGDs with the MWs, which were done in the township hospital, all the 
other FGDs were done in community gathering places of the respective villages and the 
office of an international NGO in Ngape Township. All the individual interviews were done in 
private places chosen by the interviewee, and were mostly carried out in the offices of 
interviewees.  
Five advocacy meetings were undertaken with the district and township level 
authorities before data were collected. A total of ten key informants (three national level 
health planners, five district and township level health planners and implementers, and two 
from the 3 Millennium Development Goal (3MDG) fund who were involved in maternal and 
child health program implementation) were conducted. Moreover, 15 FGDs (two with MWs, 
five with AMWs, four with community members and four with mothers of children under 
the age of three years) were done from both hard-to-reach and non-hard-to-reach areas as 
the main dimension for sampling. Each FGD consisted of between five and twelve 
participants. The criteria for categorization of the hard-to-reach and non-hard-to-reach 
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villages are based on the geographical hard-to-reach definition used by the 3MDG 
programme based on scores allocated for travelling time to the nearest facility, mode of 
travel, transport charges and roads affected by seasonal variation. A total of 12 points are 
given and villages scoring 0 to 3 are considered as non-hard-to-reach, while 4 and above are 
considered as hard-to-reach villages.(213)  
As all the research team members were Myanmar nationals, there were no language 
or cultural barriers. The process of the research team members explaining ethical 
procedures and permissions granted to the participants during the first session created 
reluctance among many participants in the beginning of the interviews or focus groups, as 
they saw the interviewers as academic professionals, creating a power imbalance. This was 
mitigated by first talking to them about their personal backgrounds and demonstrating an 
interest in their views regarding the topic, which took around five to ten minutes. It is still 
acknowledged that responses from participants may have been influenced by their 
perception of the research team.  
All the FGDs were audio recorded with written informed consent from the 
participants. Three interviewees refused to be audio recorded; all other IDIs were audio 
recorded. Note taking was done for all the interviews and FGDs. All audio recordings were 
transcribed verbatim in Myanmar language from the digital recorders by the note takers and 
checked against field notes for consistency. The durations of the FGDs and IDIs ranged from 
30 minutes to 90 minutes with an average duration of 50 minutes. Data were collected until 
it was felt that data saturation was obtained. During the data collection process, daily 
discussions were made around the main themes using a matrix in Myanmar language. These 





collected while it was still fresh in the minds of the research staff. Before the actual coding, 
all transcripts were read and reread by the principal author in Myanmar language and all the 
translated versions of the transcripts were read and reread by the other coders. Transcripts 
of FGDs were fully translated into English before coding, while remaining data were coded in 
Myanmar language using ATLAS.ti software. Two data coders coded the transcripts. 
Reliability coding was set at 80 percent agreement and the inter-coder reliability was found 
to be over 80 per cent. This approach balanced the differing views of the researchers in the 
study. During the time of coding, any unclear information regarding the transcripts and 
context was verified and clarified with the primary author who has knowledge of the 
context. The primary coding structure was developed around conceptual codes and sub-
codes identifying the key concepts and essential dimensions of the main topic domains. In 
some of the topics the sub-code level went down to three levels under the main topic. 
Relationship codes were also found identifying links between other concepts coded with the 
conceptual codes. Participant characteristics (key informants, MWs, AMWs, mothers and 
community members) were also considered during the coding process. Before finalising the 
code structure, the two researchers who coded the transcripts collaboratively reviewed the 
coding structure and agreed on the final version. Main themes were pre-identified using the 
focus group discussion and the individual interview guides and emerging themes were also 
noted and discussed. Quotations are used to support the study findings and to enhance 
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Data were collected over a 7-month period between July 2015 and February 2016. 
Ten participating key informants came from the national Department of Health, and from 
district and township level health departments involved in maternal and child health 
planning and implementation (Table 24). District and regional level health departments 
provide supervisory and technical support to the township level and guide the process of 
AMW recruitment, supervision, training and decision making towards AMW roles and tasks. 
Township level health departments manage the township health system which is the 
backbone of primary health care, provides comprehensive health services at the local level 
and is predominantly responsible for management of the AMW activities(58). Key 
informants had between five and 37 years of experience in the health service.  
Fifteen MWs and 33 AMWs participated in two and five FGDs respectively. Thirty-six 
community members participated in the FGDs, 18 being male and 18 female. Community 
members comprised of local people who are knowledgeable about their village such as 
community leaders, teachers, village health committee members and elders. 
Table 24: Overview of study participants of the focus group discussions and in-depth interviews 
Category  Number of Focus Group 
Discussions 
Total no of 
participants  
Age range of 
participants  
Auxiliary Midwives (AMWs)  5 33 19-52 years 
Midwives (MWs) 2 15 24-55 years 
Mothers with children under three 
years of age  
4 29 21-37 years 
Community members  4 36 21-60 years 
Key informants  - 10 31-67 years 
 
Community attitudes and practices towards childbirth 
Our inquiry identified that many women in the study township preferred a home 





given at the time of childbirth. In hard-to-reach villages, a village was still perceived as one 
large family with social and traditional closeness to one another. It was perceived that 
during childbirth, women who may or may not be a relative are always there to lend a 
helping hand. Participants in the study mentioned that giving birth surrounded by relatives 
and neighbours provided them with strength and courage. 
“ ….when we have labour pain we call: “Mom, sisters, please come. I have pain.” We also call 
the neighbours. I feel strong and they cheer me and help me shout” 
(a woman in FGD with mothers) 
Another reason given in favour of home births was that there is no one to look after 
the children or household if mothers would leave the house. For a facility delivery, there 
tended to be a need for an accompanying person to look after the woman and at the same 
time someone to look after her children at home. Someone to stay with the children or take 
care of the household during the facility delivery was hard to find, while for home deliveries 
women can easily come and attend the delivery as they live near to one another and can 
come when they have free time. 
 “…they prefer home deliveries…..most of the people live in the farms and not in the 
village…..who will look after their live stocks like pigs and chickens…who will look after their 
children?”  
(AMW from non-hard-to-reach village during FGD with AMWs) 
Community members and providers in hard-to-reach areas mentioned long distances 
and travelling time to reach the nearest hospital as a barrier to facility births. In these areas, 
traveling to the nearest hospital could take over 6-10 hours of walking before reaching a 
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road where transport needs to be arranged. Women in these hard-to-reach areas were 
described by MWs as the hardest community groups to send to hospital when requiring 
emergency care. Planned facility based deliveries for high-risk women are recommended by 
the AMWs and MWs. It was reported that many of the women who lived near a facility were 
more willing to go for a facility delivery, whereas women in hard-to-reach areas only go to a 
health facility for complications and emergencies.  
“I got labour pain and waited for about 1 day and 1 night hoping to deliver the baby at 
home. The TBA [traditional birth attendant] didn’t know what was happening. When 
examined by the AMW and didn’t see the head of the baby as well. I was told I must go to 
the hospital… So, I hired the car and went to the hospital” 
(a woman who had facility delivery from hard-to-reach area in the FGD with mothers) 
It was not only due to distance, but also due to the costs associated with transport 
and hospitalization. Women reported that the only reason to give birth at a facility was in 
situations of a life-threatening emergency.  
“I had to go to the hospital because my placenta did not come out after the baby was born… 
I was scared but the AMW said we must go… or it will cause my life” 
(a woman who had complications during birth in the FGD with mothers) 
Care providers at home births  
The main providers attending home births in the study area are AMWs, MWs and 
traditional birth attendants. Few reported on the use of traditional birth attendants to 
manage the home deliveries. Currently, traditional birth attendants are reported to be less 





and cleaning activities for some of the wealthier families in the village. In villages where the 
MW is present, home births are mainly attended by the MWs. However, in villages where 
there is no MW, and particularly in hard-to-reach areas, the main health care providers for 
home births are AMWs. In some of the villages where there are both MWs and AMWs, the 
AMWs often assist the MWs during delivery. 
 “mostly the mothers call the AMWs first because they live in the village but the AMWs 
under my supervision always inform me with a phone and I also attend the delivery 
together.” 
(MW from a hard-to-reach area during FGD with MWs) 
Perspectives towards AMWs 
According to the mothers and the other community members, AMWs were easily 
accessible as they lived within the community. They described AMWs as ‘natives who live 
close to them’ and who can be called upon 24 hours a day, seven days a week. Having a 
village-owned AMW was considered an asset to the village. Mothers in the community also 
mentioned that AMWs are trustworthy and skilful members of the community. AMWs are 
well-recognised by the community for their care during the time of need not only for 
pregnant women but for the village as a whole.  
“She [AMW] lived in this village all her life. She delivered all three of my babies and she is 
very skilful. Also, she [AMW] has very good relationship with [midwife] and if needed she 
also calls her and attend the deliveries together.”  
(Female community member during FGD with community members) 
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Acceptability of AMWs was generally high among key informants from all levels of 
the health system. MWs and other township level health care providers mentioned that 
AMWs are promising health care providers for the community, especially in the more 
remote areas where there is no MW. MWs reported relying on the AMWs for all services 
rendered to the mother and the child and MWs appreciated their assistance.  
“AMWs are essential especially in places where we can’t go. Mothers may want to deliver 
with us… but in reality it is very far and we cannot be there, so they usually deliver with the 
AMWs. If they need help, they send someone (flag person) to call us for help…. when it 
comes to delivery, they [women] can’t wait and have no time to call us in advance.”  
(MW assigned to a hard-to-reach area during FGD with MWs) 
Community members and AMWs in the study mentioned that in some of the 
villages, MWs were only able to come once a month for immunization. Reluctance of MWs 
to stay in villages, and barriers to access resulting from long distances and tough travelling 
circumstances were major factors.  
“Our village is quite far, although a midwife is assigned, she rarely comes, she only comes for 
immunization… not only her… none of the midwives stayed. We have the rural health centre 
and we made a house so that MWs would stay, but they don’t stay… it took you all to reach 
here half a day… in the rainy season… is very tough” 
(Community member from hard to reach village in the FGD with community) 
Community members indicated that they relied on the AMWs because they were 





AMWs were considered as reliable health care providers, some of the providers mentioned 
their concerns about over-confidence of the AMWs in conducting health care activities. 
“They [AMWs] think they can do all. We teach them ethics in school, meaning in the training 
but they act in the village as they were trained MW and say and act like a MW. I mean, we 
teach them and tell them what to follow ‘dos and don’ts’ during their training but they act 
and do beyond what is taught.”  
(Township level health care provider from key informant interview) 
Experiences of post-partum haemorrhage by AMWs 
 
Although postpartum haemorrhage is a rare event in their daily practice, many of the 
AMWs in the study had experienced one or more serious events of a patient with severe 
bleeding, either in the community or at the hospital, during their service years. AMWs 
mentioned the events as unexpected and scary with serious ‘fear of death’ as their main 
concern due to limited experience and lack of available resources. The only measure AMWs 
were trained in and able to provide was timely referral to the nearest hospital and many felt 
helpless when they actually encountered the bleeding. The second level of care at rural 
health centres is not equipped with the lifesaving facilities for a bleeding woman in life-
threatening danger Therefore, referral to a tertiary care hospital seemed to be the only 
resource for further care.  
“…I felt so scared as she was bleeding heavily and the MW told me to come to the hospital 
immediately and I put my fist into the vagina to stop the bleeding and I thought she was 
going to die”  
(AMW from hard-to-reach village during FGD with AMWs) 
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Current practices and management of post-partum haemorrhage 
 
Strong national guidelines exist for the government-trained skilled birth attendants 
at the community level (MWs) for the management of postpartum haemorrhage. Oxytocin 
injection is widely used in the facility settings, and is the intervention of choice. 
Management of postpartum haemorrhage at the community-level varied between MWs: 
most use 10 units of intramuscular oxytocin injection for prevention of postpartum 
haemorrhage, while a few MWs mentioned using misoprostol immediately after birth. The 
law prohibits AMWs from administering any injections, and current national guidelines do 
not support the use of misoprostol by AMWs. Misoprostol was introduced into the township 
health system around 2012. In the study Township, the drug became widely available with 
the introduction of the 3MDG program in 2014. One of the township level key informants 
described the availability of the drug as follows: 
“Nowadays, we have plenty of misoprostol and we mainly distribute to the MWs. For the 
AMWs, although it is in their manual, there is no clear guideline for distribution and usage by 
the central health authority… so what should we do”  
(Township level health care provider from key informant interview) 
AMWs also seemed uncertain about how and where to procure it. An AMW from a 
rural area stated: 
“…we are willing to give misoprostol to the mothers, but currently only the MW give it, we 
are not allowed to give it…and we don’t have the drug either” 





According to the district level key informant interviews, each township seemed to 
have different practices with respect to misoprostol according to the township medical 
officer’s authority. In the study township, there seemed to be no restriction on the 
distribution of misoprostol to the AMWs by the MWs.  
“…the trend is changing [meaning involving all community base health workers] and we 
allow them [AMWs] to deliver non risk cases, you see old ones [AMWs] are delivering well 
and I think giving misoprostol would not be a bad idea. You see if our midwives are allowed 
to use misoprostol and they [AMWs] are not, it is hard for them to survive in the community. 
Our midwives give drugs and they [AMWs] are only allowed to rub the abdomen. I think that 
is not fair, they are the main persons in the community.”  
(Township level health care provider from key informant interview) 
MWs in the study similarly mentioned that they were willing to give misoprostol to 
AMWs. Some of the MWs in the study had already distributed misoprostol to AMWs, 
especially in hard-to-reach areas and to those whom they trust.  
“We give the misoprostol together with the CDK [clean delivery kit] to all the AMWs in our 
areas. For those who are near to us, there is no problem because it is easy to monitor and 
refer if needed. But for those in the hill hard-to-reach, there is no-one apart from them. We 
tell them again and again when to give the drug [misoprostol], only after the birth of the 
baby and not to use it any other time”  
(MW assigned in the hard-to-reach area during FGD with MWs) 
However, some of the key informant interviewees mentioned that they worried 
about the misuse of misoprostol to induce abortion, but MWs and AMWs in the FGDs did 
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not mention anything in relation to abortion, potentially because induced abortions are 
illegal in Myanmar and are therefore a highly sensitive topic.  
“I always tell the AMWs to give the drug [misoprostol] only after the baby is born as it is very 
dangerous if is given before the delivery of the baby and because they are away from me 
during the time of the actual birth. I worry that they would use it early” 
(MW from hard-to-reach area during FGD with MWs)  
One of the reasons for this concern was that the drug’s commonly used name in 
Myanmar language, “tha ein pwint say” (the ein: uterus; pwint: open; say: medicine), 
literally means “a drug that enhances the opening of the uterus”, creating misunderstanding 
among the users. Thus it was now purposely referred to as “tha ein kyunte say” (the ein: 
uterus; kyunte: contract; say: medicine), literally meaning contraction of the uterus, in most 
of the trainings.  
“You see they [AMWs] know it as “Tha ein pwint say” and we are worried that they would 
use it before delivery thinking that it will enhance labour. So we emphasize in the training as 
“tha ein kyunte say” and we stress that it can only be given after the birth of the baby” 
(Township level trainer of AMWs from key informant interview) 
AMWs in the FGDs stated that they are willing and confident to take on the task of 
administering misoprostol during home deliveries. In addition, many of the AMWs 
expressed their frustration about not being allowed to provide any drugs to help a woman 





“When something happens, they [mothers] are with sad faces. They come to us with a small 
face [meaning a look of helplessness] saying we need you to treat us… The thing is that it is 
not that we cannot do it [give misoprostol], but we are not allowed to do it and we are 
scared to do it [scared of being punished rather than scared of giving the drug] …we are 
afraid”  
(AMW in hard-to-reach area during FGD with AMWs) 
AMWs in the study considered that giving this life-saving drug would increase not 
only trust by the community but also increase their self-confidence in managing deliveries. 
However, some of the AMWs in the study highlighted the need for refresher training about 
postpartum haemorrhage and standardized dosage guidelines in using misoprostol. 
“we need training on postpartum haemorrhage and also how to prevent and treat before 
referring as is a life threatening event. We are confident to give the drug if we are trained 
properly and clearly teach us on how many tablets to give and when to give… we will follow 
what is taught”   
(AMW in hard-to-reach area during FGD with AMWs) 
It became clear that there are no consistent guidelines at township level for 
distribution of misoprostol. The township level health care providers mentioned that they 
would be willing to distribute misoprostol to the AMWs if there was a clear written approval 
from the national level health authorities regarding the dosage and timing of drug delivery. 
Providers stressed that misoprostol should only be distributed to AMWs after systematic 
training about the benefits, side effects and correct time for usage.  
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Training of AMWs 
According to the most recent AMW training curriculum in Myanmar, AMWs are 
taught a three-months theory and three-months practical training at the township or the 
respective station hospitals. Although delivery and postpartum care are meant to be taught 
through three-hour-long theoretical lectures each with 20 hours of practical training, most 
of the participants in the study stated that theory was taught in a one-way lecturing format 
with minimal supervised practical training. Active management of the third stage of labour 
had been included in the training, however information provided for the use of misoprostol 
was inconsistent. Within the last five years, there have been three versions of the standard 
training guidelines in which the dose of misoprostol was different. The first guideline stated 
two tablets (400 µg), the second guideline did not specify the dosage and the latest 
guideline stated three tablets (600 µg) immediately after the birth of the baby. As a result, 
within the same township, AMWs had access to conflicting guidelines.  
“No, it [management of postpartum haemorrhage] was not taught… we were told to give 
[misoprostol] after the birth of the baby… not really clear explanation.” 
(AMW from non-hard-to-reach area during FGD with AMWs) 
As a result, some of the AMWs explained that because the training was not clear, 
they had no option but to just refer patients to the health facility. 
  “we don’t wait…we just refer as early as possible if is of risk…like multipara…” 
  (AMW from non-hard-to-reach area during FGD with AMWs) 
The information about the use of misoprostol as part of  active management of  third 





standard dose of 600 µg (3 tablets) after the birth of the baby. However, the manual does 
not specifically state that AMW are allowed to administer misoprostol. Ongoing refresher 
trainings and newly trained AMWs in 2015 are said to be using the new guidelines.  
7.6 Discussion  
 
Our work sought to reignite discussion on the potential for task shifting of 
misoprostol administration to AMWs by investigating the acceptability and feasibility of this 
intervention. The findings showed that AMWs generally were trained on the active 
management of third stage of labour, including the use of misoprostol, but not all AMWs 
reported using misoprostol in practice. Supportive reasons for task shifting administration of 
oral misoprostol to AMWs included discussions around the good relationship and trust 
between AMWs and MWs, whereby MWs felt confident distributing misoprostol to AMWs. 
However, the lack of clear government-level written permission to distribute the drug was 
perceived as a barrier to task shifting. 
Overall in Myanmar, postpartum haemorrhage remains the leading cause of 
maternal mortality, accounting for 30 per cent of maternal deaths.(10) Equipping AMWs 
with the skills and resources to effectively prevent postpartum haemorrhage will be an 
essential component of efforts to reduce the incidence of postpartum haemorrhage. 
Although WHO guidelines recommend delivery of an injection of oxytocin as the first-line 
pharmacotherapy for the prevention and treatment of postpartum haemorrhage, the law in 
Myanmar restricts the use of injections by AMWs. Oral misoprostol is also an effective drug 
for the prevention of postpartum haemorrhage and is recommended by the WHO as a drug 
that could be used by AMWs in resource-limited settings.(43) Studies have also found that 
community-based distribution of misoprostol using a community level health worker was 
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effective for prevention of postpartum haemorrhage.(110, 214, 215) According to a study 
done by Thein Thein Htay in 2007, the use of oral misoprostol by MWs at the community 
level has proven to be safe and effective for prevention of postpartum haemorrhage in 
Myanmar since 2007 and was considered for nationwide distribution to MWs and 
AMWs.(216) However, competing priorities such as disease control activities over the past 
decade and frequent changes in policy-makers have hampered progress towards this goal.  
A major enabling factor to task shifting misoprostol administration to AMWs was the 
recognition amongst community members, healthcare providers and policy makers of the 
critical role played by AMWs in providing care during childbirth, particularly in hard-to-reach 
areas. Home births remain common in Myanmar with over 70 percent of deliveries 
occurring outside of a health facility. (200) Our findings suggest this to be due to a 
combination of factors including convenience, cultural preference and significant 
geographical constraints, which restrict the accessibility of healthcare facilities by people in 
the hard-to-reach areas. Thus the roles of MWs and AMWs are essential as these 
community-based providers are often called upon to attend home births. Studies have also 
shown that community health workers are competent not only in pregnancy and childbirth 
practices, but also in providing other health related services such as nutrition promotion, 
immunization and disease control activities.(48, 217)  
In our study area, AMWs were considered by community members and key 
informants to be capable providers of care during childbirth. As such, distribution of oral 
misoprostol to AMWs was considered by the midwives and key informants sampled in this 
study to be a potentially effective and feasible option for the prevention of postpartum 





to be able and willing to take on the task of misoprostol administration and welcomed the 
opportunity to expand their capacity to provide improved care during delivery.  
A number of barriers to task shifting of misoprostol to AMWs were identified by 
study participants. Some key informants mentioned fear of untimely misoprostol use before 
the child is born, or when used to induce abortion, particularly if sufficient training and 
standardised policies and procedures were not in place. Interestingly, the use of misoprostol 
to induce abortion was not mentioned by MWs and AMWs, likely because they know it is 
illegal to use misoprostol for this reason. Studies on the use of misoprostol for prevention of 
postpartum haemorrhage have helped to address these concerns, and a comprehensive 
review of 18 programs using lay health care workers to provide misoprostol found very low 
rates of incorrect use.(110, 214, 215) This suggests that AMWs in Myanmar have 
considerable potential to administer misoprostol correctly if provided with sufficient 
training. AMWs themselves also spoke about inconsistent quality of training, and some 
highlighted a paucity of information in their training regarding postpartum haemorrhage 
and the rationale for using misoprostol. A review done by Prata et al. in 2013 stated that 
along with a national policy and drug distribution mechanisms for misoprostol, adequate 
provision of information and training should be included for lay health workers and the 
community.(214) The findings suggest that MWs and township-level health providers would 
be confident in the ability of AMWs to administer misoprostol correctly with additional 
refresher trainings. Some of the AMWs in our study were already administering misoprostol, 
further highlighting the need for clear guidelines, consistent policies and adequate training.   
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This study suggests that oral misoprostol is a viable option to prevent postpartum 
haemorrhage especially for hard-to-reach areas where AMWs are the primary attendants 
for home births.  
Limitations of the study 
The study township was purposively selected based on its ‘hard-to-reach’ 
characteristics and as such, findings might not be representative of the perspectives of 
equivalent stakeholders in other townships in Myanmar, potentially limiting generalization 
of the findings to other areas. The relationships between the AMWs and the MWs in the 
study were very positive and it may be due to the social desirability bias of their relationship 
that actual practice may vary.  
7.7 Conclusion 
 
With over 30 per cent of the maternal deaths in Myanmar due to postpartum 
haemorrhage, it is time that health planners consider this evidence-based intervention for 
scale-up throughout the country. The findings of this study support the feasibility of task 
shifting of misoprostol to AMWs as a crucial intervention for the prevention of postpartum 
haemorrhage in Myanmar. 
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7.8 Abstract for Inhaled Oxytocin study 
 
Objective: This study assessed the potential operational feasibility and acceptability of a 
heat-stable, inhaled oxytocin product for community-based prevention of postpartum 
haemorrhage in Myanmar. 
Methods: A qualitative inquiry was conducted in Myanmar between June 2015 and 
February 2016 through focus group discussions and in-depth interviews. Research was 
conducted in South Dagon township (urban setting) and in Ngape and Thanlyin townships 
(rural settings) in Myanmar. A total of 11 focus group discussions and 16 in-depth interviews 
were conducted with mothers (30 participants), healthcare providers (67 participants) and 
key informants (3 participants). All audio recordings were transcribed verbatim in Myanmar 
language, and were translated into English. Thematic content analysis was done using NVivo 
software. 
Results: Future introduction of an inhaled oxytocin product for community-based services 
was found to be acceptable among both mothers and healthcare providers, and would be 
feasible for use by lower cadres of healthcare providers even in remote settings. 
Community-based providers such as midwives and volunteer auxiliary midwives were 





Healthcare providers perceived the ease of use and lack of dependence on cold storage as 
the main enablers for inhaled oxytocin product compared to the current gold standard 
injection oxytocin, particularly in more remote settings. A single-use disposable device with 
clear pictorial instructions for use with a price that would be affordable by the poorest 
communities was suggested. Appropriate training for community-based providers and 
mothers was also said to be essential for the future induction of the product into 
community settings. 
Conclusion: In Myanmar, where home births are common and access to cold storage is 
limited, inhaled oxytocin product may serve as an acceptable and feasible intervention for 
prevention of postpartum haemorrhage by lower cadres of healthcare workers in 
community-based settings.  
7.9 Background  
 
Postpartum haemorrhage (PPH) is the leading cause of maternal mortality 
worldwide, contributing to approximately 20% of total maternal deaths.(8) The gold 
standard uterotonic agent, oxytocin, has been shown to reduce the risk of PPH by 50% and 
is recommended by the World Health Organization (WHO) for administration via 
intravenous or intramuscular injection to every woman during the third stage of labour for 
the prevention of PPH.(208) Several factors currently limit widespread access to oxytocin in 
developing countries where the majority of PPH deaths occur.(4) In the injectable form, 
oxytocin is sensitive to heat and must be supplied and stored under cool or cold conditions 
in order to maintain drug potency.(208, 218) This presents a significant problem particularly 
in rural areas where the availability of cold chain storage is limited. The necessity to 
administer oxytocin via an injection further limits widespread access to this intervention. In 
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low and middle-income countries, a significant proportion of births occur outside healthcare 
facilities - in the absence of the equipment and medical personnel required to deliver an 
injection.(218-220)  
Monash University and GlaxoSmithKline (GSK) are currently collaborating to develop 
a heat stable, easy-to-use, low-cost, dry powder oxytocin product for respiratory delivery to 
prevent PPH in resource-constrained settings.(221, 222) The product is being designed to 
simplify the administration of oxytocin and remove the need for refrigerated storage or 
additional consumables for administration. It is envisioned that the inhaled oxytocin (IOT) 
product will therefore have utility at several points across the healthcare system, and could 
be particularly useful in remote facilities where refrigerated storage and supply of 
consumables can be unreliable and/or unavailable. In some contexts, with permitting 
policies and health system structures, there may also be the potential to expand IOT use to 
community-based births. This potential exist in Myanmar, where formally trained 
community-based providers are resourced and authorised to attend out of facility 
deliveries. 
To inform future introduction and uptake of IOT, this study qualitatively assessed the 
operational feasibility and acceptability of IOT for improving community-based care in 
Myanmar. 
7.10 Methods  
 
A qualitative inquiry using focus group discussions and in-depth interviews was 
conducted to gain insight into the perspectives of healthcare providers, community 
members and key informants. Methods are reported according to the consolidated criteria 





Study setting and participants 
Myanmar has one of the highest maternal mortality rates in the South East Asia 
region at 282 per 100,000 live births.(7) The main cause of maternal mortality is PPH which 
is estimated to account for 30% of maternal deaths.(10) Approximately 70% of the 
population resides in rural areas and the majority of the childbirths occur at home.(200) 
Three administrative areas, South Dagon, Ngepe and Thanlyin townships, were purposively 
selected for the study. South Dagon is an urban township and has a population of 297,000 
with one 50-bed township hospital, one station hospital and two urban health centres. 
Ngape is a rural township and has a population of 46,500 and has one 25-bed township 
hospital, one station hospital, two rural health centres and 14 sub centres. Thanlyin is a 
large township, which has both urban and rural characteristics and has a population of 
188,000 with a 150-bed district hospital, one station hospital and five rural health centres.  
A total of 16 in-depth interviews and 11 focus group discussions were conducted 
involving 100 persons. Focus groups had between five and ten participants, and included a 
total of 26 midwives (MWs), 28 auxiliary midwives (AMWs) and 30 mothers with a child 
aged less than three years. In-depth interviews consisted of healthcare providers at the 
township level, obstetricians from both the public and private healthcare system and other 
key informants from the pharmaceutical industry and UN agencies working on maternal and 
child health. 
Research team and data collection 
The research team was led by an experienced qualitative Myanmar researcher. All 
six team members (three were medical doctors and the others had worked in the medical 
field) had previous experience with qualitative data collection. Apart from one, all were 
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women.  Four-day training was given to all researchers on background and objectives of the 
study, the design, and data collection, management and analysis methods. None of the 
research team members had prior relationship with the study participants. Rapport with the 
participants was built during focus group discussion through self-introduction and explaining 
the research objectives. 
Data collection for the in-depth interviews was mostly conducted in the participant’s 
office as the place of choice by the interviewee ensuring confidentiality and convenience. 
Focus group discussions with MWs, AMWs, and mothers were conducted in comfortable 
private places where confidentiality and privacy were ensured. Question guides were used 
to investigate the practices around childbirth, beliefs around PPH and bleeding, perspectives 
of medications around the time of birth, oxytocin current practices, perspective towards 
inhaled oxytocin and possible implementation strategies. In all interviews and focus groups, 
only after the discussion moved towards management of PPH, the moderator gave a brief 
description of inhaled oxytocin. To aid in the description of the product, a RotahalerTM 
device was shown as an example of a low-cost, passive inhaler which could be used for 
oxytocin.  
The duration of the focus groups and interviews ranged from 30 to 90 minutes and 
most were conducted in Myanmar language. Data were collected until it was felt that data 
saturation was obtained. All the focus group discussions were audio recorded using a digital 
recorder. For the in-depth interviews, apart from three obstetricians and two key 
informants from the pharmaceutical industry who declined to be digitally recorded, all 






Data management and analysis  
 
All Myanmar language interviews and focus group discussions were transcribed in 
Myanmar language by the note taker for the focus group discussions and by the interviewer 
for the in-depth interviews, and were checked against the notes for consistency and validity. 
Transcripts were translated into English by a translator, and checked against the Myanmar 
transcripts to ensure the quality and the meaning of the original transcripts was not lost. To 
aid the analysis, NVivo (version 11 ©VMWare Inc.) software was used. Three data coders 
coded the transcripts. Reliability coding was set at 80 percent agreement and the inter-
coder reliability was found to be over 80 percent. This approach balanced the differing 
views of the researchers in the study. Participant characteristics codes (obstetricians, 
hospital staff, MWs, AMWs, mothers) and setting codes (urban and rural) were also 
considered during the coding process. Before finalizing the code structure, all the 
researchers who coded the transcripts collaboratively reviewed and agreed on the final 
structure. Qualitative content analysis using both inductive and deductive approaches was 
used in interpreting the findings.  
Ethics 
 
Written informed consent was obtained from all participants, all of whom were 
reimbursed for the actual cost of travel plus a daily allowance to cover meal costs (3000 
kyats, equivalent to US$2.5). Ethical clearance for the study was obtained from the Alfred 
Hospital Ethics Committee, Australia (Project 153/15), the Monash University Human 
Research Ethics Committee, Australia (CF15/1701 – 2015000854) and from the Ethical 
Review Committee on Medical Research Involving Human Subjects from the Department of 
Medical Research Myanmar (48/ Ethics 2015).  
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7.11 Findings  
 
Unmet need for oxytocin in community settings 
 
Home birth and cultural beliefs towards postpartum bleeding  
 
Regardless of the place of residence, many women in the study preferred home 
births over facility births. The main reasons given were cost, supportive family environment 
and inconvenience of engaging a facility.  
Women in the study described postpartum blood as ‘bad’ or ‘impure’ and explained 
that it was essential to remove this blood from the body in order to avoid subsequent pain 
or hardship. This viewpoint seemed more common among participants from rural areas as 
compared to their urban counterparts. A traditional oral medicine named ‘Memakin say’ is 
commonly used to facilitate bleeding and clean the body.  
“You see, we have to carry the pregnancy for 9 to 10 months and the bad blood accumulated 
in our body for so long. So with the birth of the baby, it should all come out… or else if it 
stays in our body, we will not be healthy. So bleeding is a necessity for us after delivery. If it 
does not come out….pain in supra-pubic area will occur.”  
(33 year-old mother of three, rural area) 
PPH was also mentioned as a potentially risky complication during birth by many of 
the respondents. Two mothers participating in the study had personally experienced 
excessive bleeding postpartum, and a few healthcare providers mentioned that they had 
seen a PPH case during their service years. 
“We are afraid sometimes that after the birth of the baby, bleeding might occur” 





Despite a common preference for home births and the traditional beliefs 
surrounding postpartum bleeding, a prominent theme during discussions with mothers was 
the trust placed in the formal health sector for matters relating to maternal health. In 
general, rural participants saw community-based providers, such as MWs and AMWs, as the 
key decision-maker or adviser for health, whereas participants from urban areas seemed to 
place more reliance on staff at healthcare facilities. 
Mother 5: “We trust her (MW). We don’t understand about health.” 
Mother 1: “So, we usually ask her (MW) and if she thinks it is good for us, we do it.” 
Mother 5: “Whenever we felt uncomfortable, we always went to see the Sayarma (MW).” 
(FGD with mothers, rural area) 
For the majority of women in the study, MWs and AMWs are the main homebirth 
attendants with occasional births attended by traditional birth attendants.   
Access to quality oxytocin in community settings 
Healthcare providers explained that the current narcotic law in Myanmar restricts 
use of injections by MWs and AMWs such that they are prohibited from routinely delivering 
an oxytocin injection for the prevention of PPH when attending out-of-facility deliveries. 
However, in practice, some MWs are administering an injection of oxytocin with the 
justification of its lifesaving potential, and with authorisation from the residing Township 
Medical Officers. However, the absence of national law authorising both MWs and AMWs to 
deliver injectable oxytocin restricts widespread use of oxytocin for PPH prevention.  
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“Another problem is that in our country, the narcotics laws do not allow the midwives to give 
[medicines in] injection form. So if we can avoid the injection form, and then we can use it 
[oxytocin]…and then it is definitely useful for prevention of PPH” 
(Obstetrician in private practice, urban area) 
Reliability and availability of the cold storage required to maintain oxytocin quality 
within the settings of community-based care was limited. Refrigerators were not available at 
Rural Health Centres and Sub-Centres, which are designed as bases for community-based 
MWs. Community-based providers can keep items cold for short periods using ice bricks 
(supplied from the nearest township hospital) in vaccine transport carriers but they 
explained the difficulty they would face if there were to maintain consistent refrigeration for 
oxytocin. 
“We have to buy the ice in the city and there must be electricity to keep it cool. In the rainy 
season, it [keeping oxytocin cold] would not be feasible.”  
(MW, rural area) 
In settings where cold storage facilities are available, unreliability of electricity 
supply was cited as a barrier, with frequent power outages and voltage fluctuation.  
Acceptability and feasibility of inhaled oxytocin 
 
Acceptability was explored through the perceived need for and willingness to use the 
IOT product when available. Although general acceptance of all forms of medication 
prescribed by healthcare providers was high among the community, injections stood out to 
be most preferred due to their quick action. However, some mothers also expressed fear of 





accept IOT compared to oral and injectable drugs and did not mention any potential 
disadvantages that would indicate their rejection of the product.  
“We don’t need to drink it and it does not hurt like an injection, I think the inhaler will be 
really good” 
(23 year-old mother, urban area) 
Mothers and healthcare providers alike expressed a strong desire for a single-use 
device packaged within a sealed sachet to keep it ‘sterile’ and to prevent transmission of 
infections. Although there was no preference to the colour, the smell of the drug was 
thought to have a significant impact on acceptability. Several MWs and AMWs and one 
obstetrician suggested that mothers would be reluctant to inhale the drug if it has a strong 
or unpleasant odour. However, there were some mothers who explained that while a ‘soft’ 
smell would be favoured, they would be willing and able to inhale the IOT product 
regardless if it was important for their health.  
Some MWs and AMWs held concerns about the feasibility of a mother inhaling from 
a device immediately after delivery, fearing the woman may be too tired. They suggested 
that only one inhalation, or potentially a few with not too much force would be feasible for 
postpartum women. Other healthcare providers disputed this idea and suggested that 
mothers would be completely able to use the inhaler as shown. This viewpoint was 
supported by mothers themselves, many of whom declared that they would have no 
problem using the device after delivery. Following a demonstration of the RotahalerTM 
device during the interviews and focus groups, both community members and healthcare 
providers remarked on the ease of use of the inhaler. 
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This ease of administration was highlighted as a benefit of the IOT product for MWs 
and AMWs attending home births, who are often alone and struggle to manage all aspects 
of maternal and neonatal care that are required during the early postpartum period.  
“Actually, that (IOT) is more comfortable. It also reduces work. The injection to the butt will 
be like: open it, put it and such. This will be like open and can just say to the patient to inhale 
it by herself” 
(AMW, urban area) 
In contrast to mothers who expressed an unconditional acceptance of the IOT 
product, healthcare providers, especially the obstetricians, emphasised that the product 
should first be demonstrated to be effective with few side effects before it would be 
accepted by either themselves or the community. They suggested that assurance of safety 
and efficacy could come from WHO recommendations or from proven clinical trials before 
introduction of the product into routine clinical care.  
“Although I think IOT is useful, the best thing is to wait for the WHO package. They will have 
some trials and then they will find out the potency and efficacy and then safety and then 
after that they will recommend to use in developing countries” 
(Obstetrician in private practice, urban area)  
Administration of inhaled oxytocin 
MWs and AMWs attending home births were suggested as suitable providers for the 
introduction of IOT. MWs were seen as possessing the skills and knowledge required for 





so. The ease of use of the IOT product was also thought to offer the potential to relieve the 
burden on MWs as they are often alone when attending deliveries in the community.  
MW 4: “We can do our management better [with IOT] during birth” 
MW 9: “…we can ask someone to help us give the inhalation to the mother, but we cannot 
do this with an injection as it need a health care provider with skill to do it.” 
(FGD with MW, urban area) 
Opinions towards task-shifting IOT administration to AMWs were mixed amongst 
healthcare providers. In hard to reach areas AMWs, who often reside in the remote villages, 
were suggested as a more accessible provider of essential care in the absence of a MW. 
Some MWs and obstetricians were in support of IOT use by AMWs, and suggested that, 
particularly in remote areas, it would be necessary to allow AMWs direct access to the 
product.  
“I think it should be in the hands of AMW, especially in the hilly regions. In emergency 
situations mothers don’t have anyone to rely on.” 
(MW, rural area) 
AMWs themselves explained that they often attend deliveries in the absence of a 
MW and in this situation a non-injectable medication, such as IOT, would provide them the 
opportunity to protect the mother from a potentially fatal PPH. AMWs spoke at great length 
about the distress of trying to provide quality health services to mothers when MWs are not 
available, especially as they are restricted from using any medications.  
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Conversely, some of the township level providers and MWs expressed their concern 
about the possibility of AMWs misusing IOT during delivery to augment labour, a practice 
suggested to be common amongst AMWs in the past. However, there were also suggestions 
that release of IOT with clear instructions and rebranding as a product indicated for 
postpartum use only (unlike the injection), could benefit women and community-based 
providers. One AMW suggested that the perception of oxytocin as a drug for augmenting 
labour is associated specifically with the injection and so may not be automatically applied 
to the inhaler. 
Moderator: “Do people consider it [IOT] as a uterus opening drug?” 
AMW: “They think injection will open the uterus, not an inhaler, so I think it is ok.” 
(FGD with AMW, rural area) 
Regarding advanced distribution of IOT to mothers, the responses varied widely 
between the community and the healthcare providers. Mothers supported the idea, 
explaining that it would ensure they have the product regardless of where they deliver and 
who attends them.  
“It would be more convenient if you can give it to the mothers, then we won’t need to worry 
about getting the drug in time. Even if the Sayarma (MW) did not arrive in time, we can still 
use it after the delivery of the baby. It would be really useful.” 
(28 year-old mother of three, rural area) 
In contrast, healthcare providers (community and facility-based) were more opposed 





use the product before labour or delivery. Some mothers and healthcare providers 
suggested that community distribution of IOT should be selective and targeted specifically 
to mothers in hard to reach areas, as they are most likely to be at risk of delivering outside a 
facility or in the absence of a skilled provider. In general, a prominent opinion amongst 
community members and healthcare providers was that particular care was needed for 
community distribution of IOT.  
Training 
All participants suggested that training for mothers on IOT should start during the 
antenatal period. They emphasised that early exposure to the device would be beneficial for 
mothers to understand its function and intended use. The local MW of each village was 
suggested as the most suitable person for training the mother.   
For the training of healthcare providers, suggestions centred on the necessity to 
conduct systematic training to ensure all cadres of healthcare providers are adequately 
educated about the IOT product. In the current model, healthcare workers are trained 
through a cascade system, beginning with a Training of Trainers (TOT) workshop at the 
national level and thereafter through states/regions, districts, townships, and finally down 
to the community level health workers. However, some MWs complained that this 
mechanism of training can result in messages being inaccurately or ineffectively passed 
down through the chain. Several MWs suggested that direct training where they can 
interact with teachers at the central level would be preferable to them. Additionally, a 
trainer at national level explained that the feasibility of conducting coordinated nationwide 
training would depend on finances and supplies. The suggested training content included 
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indication for use, contraindications, side effects, possibility of repeated dose and storage 
requirements. 
Clear instructions on the purpose of the drug, how to use the device and possible 
side effects either written in Myanmar language or pictorially depicted were suggested by 
some mothers and healthcare providers. 
Inhaled oxytocin pricing 
Participants were also asked to suggest a price for the IOT product to ensure its 
affordability. Most stakeholders felt that a price of 1,000 kyats (0.80 US$) would be most 
affordable to community members, however it was suggested that a price of not more than 
500 kyats (0.40 US$) would be necessary to ensure affordability to low-income families.  
7.12 Discussion 
  
To understand the acceptability and feasibility of implementing IOT in Myanmar, a 
situation assessment was conducted to explore current attitudes and practices towards 
childbirth, PPH and oxytocin. IOT acceptability was explored from the point of view of 
community members and healthcare providers, while perspectives of all stakeholders were 
used to understand the operational feasibility.  
Non-facility deliveries remain common in Myanmar, and are usually attended by a 
skilled birth attendant (MW) or a volunteer AMW, with limited capacity to actively manage 
the third stage of labour. (68, 175)Government policy prohibits MWs from delivering 
injections outside of the health facility setting and thus currently MWs (not AMWs) are 
authorised to use misoprostol for routine prevention of PPH and can only deliver an 





generally not authorised to use any medications to manage childbirth or PPH.(175) In the 
absence of national policy allowing these providers to use injectable oxytocin, access to gold 
standard measures for the prevention of PPH is limited.(175) The ability of MWs and AMWs 
to maintain a consistent cold chain for oxytocin is severely limited as most rural health 
centres or sub-centres are not equipped with cold storage facilities.(223) In addition, 
electricity supply was reported to be unreliable, compromising the effectiveness of available 
cold storage facilities. Against these backgrounds, out-of-facility deliveries attended by MWs 
or AMWs represent a clear setting where inhaled oxytocin could be beneficial through 
expanding access to first line therapy and obviating the need for cold storage.  
Responses to the IOT product were overwhelmingly positive from community 
members, all of whom expressed an unconditional acceptance of the product and praised its 
ease of use. However, a barrier to the acceptability of IOT may arise on from existing 
traditional beliefs and practices which encourage expulsion of blood after childbirth. 
Community members may therefore resist a product which controls or reduces postpartum 
blood loss. However, many mothers from both urban and rural areas expressed concerns 
about excessive bleeding after childbirth, which could be harnessed to facilitate acceptance 
of IOT as a product for preventing dangerous levels of bleeding. Further, community 
members predominantly place their trust in the healthcare system, particularly in MWs. 
Thus it is likely that advice from MWs and other healthcare providers will dispel potentially 
inhibiting attitudes and facilitate community acceptance of IOT. 
Amongst healthcare providers, opinions about IOT were predominantly positive, 
particularly in relation to ease of use. However, remarks from healthcare providers were 
often tempered with expressions of concern or apprehension. Given that IOT utilises a 
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different administration route, many providers expressed their desire to be assured of its 
efficacy and safety. Robust evidence of safety and efficacy will be generated as part of the 
regulatory requirements for the product. Attitudes of healthcare providers expressed in this 
study highlight the importance of making this data readily available to promote acceptance. 
In addition to the safety and efficacy of the product, a common concern amongst 
healthcare providers was whether the device could be operated correctly to deliver the 
required dose to the patient. In this regard, care will need to be taken to ensure that 
community members can be appropriately trained on how to use the device given that the 
utility of the IOT product may to some degree be dependent on their participation in drug 
administration.  
With respect to the acceptability of IOT use in community settings, most 
stakeholders suggested that IOT would be both appropriate and beneficial for use by MWs 
at out-of-facility deliveries. Healthcare providers suggested that MWs possessed the skills 
and knowledge required to administer the drug or instruct the mother or relative on 
administration. At a policy level, a non-injectable form of oxytocin aligns with both national 
drug law (which prohibits MWs use of injections) and standard treatment guidelines (which 
prioritise use of oxytocin over misoprostol for prevention of PPH). 
The potential also exists to expand oxytocin access further by task shifting to AMWs. 
Although current policy states that AMWs are to assist MWs, staff shortages and extreme 
geographic barriers severely limit accessibility of MWs and as a result, AMWs are often 
required to act as the sole attendant for out of facility deliveries in rural remote areas.(175, 
182) However, national policy currently prohibits use of uterotonics by AMWs and many 





providers.(39) Objections were primarily based on fears that the drug would be misused for 
the induction or augmentation of labour, which was reported to be a common practice 
amongst AMWs in the past. In contrast, there were some stakeholders, including township-
level policy makers, who suggested that the knowledge and skill set of AMWs is improving 
over time and that these providers should be considered for IOT administration.  
Training for end-users can be considered in the context of training healthcare 
providers and community members in the use of IOT. The coordinated chain of training 
down the hierarchy of healthcare providers currently in place in Myanmar was described as 
a means to efficiently and effectively ensure all healthcare providers in the country receive 
appropriate training. However, assuring the consistency of these trainings may be a 
challenge and may require both financial and system support.  
Training pregnant women and their families through antenatal care appears to be 
highly feasible as coverage in Myanmar is high.(32) Additionally, this study suggests that 
there is a strong degree of community trust in and compliance with the advice of healthcare 
providers, further highlighting the availability of effective channels for community 
education.  
Strengths and limitations of the study 
The first qualitative inquiry exploring the operational feasibility and acceptability of a 
future heat-stable, inhaled oxytocin product for community-based prevention of 
postpartum haemorrhage in Myanmar to inform product development. Relatively large and 
diverse study population enrolled including community members and healthcare providers 
(community and facility-based) from urban and rural areas providing an insight into a range 
of different perspectives, which has been triangulated to enrich the findings. Study areas 
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were purposively selected based on ‘urban and rural’ characteristics and as such, findings 
might not be representative of the perspectives of equivalent stakeholders in other areas in 
Myanmar, potentially limiting generalization of the findings.  
7.13 Conclusion 
 
This study has uncovered a variety of factors that can be considered for the 
operational feasibility and acceptability of IOT product in community-based care settings in 
Myanmar. Use of IOT at community births attended by a MW was acceptable to most 
stakeholders and the ease of product use, heat stability and non-injectable delivery route 
were considered to be the major facilitators. Further decentralization of services to AMWs 
could further increase uptake of IOT, particularly in remote rural areas. The trust community 
members place in healthcare personnel, particularly community-based providers, may help 
facilitate community acceptance of IOT. Ensuring comprehensive training to community-
based providers and mothers through participatory approaches starting from the antenatal 
period will also enhance the operational feasibility of the IOT product into the community.  
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Chapter Eight: Discussion and recommendations  
 
This final thesis chapter provides a synthesis of the discussion presented in the 
results chapters and the recommendations arising from the PhD research. The first section 
discusses the main findings of the study with reference to previous research. The second 
section describes the possible ways forward for implementing task shifting of maternal 
interventions to AMWs in the wider context of the health system in Myanmar. The chapter 
finishes with strengths and limitations, recommendations, avenues for future research, and 
a conclusion.   
8.1 Main study findings 
 
Although the major causes of maternal mortality are known and are preventable 
through effective interventions, maternal mortality remains high in Myanmar.(5, 9, 17, 43, 
103) These deaths are concentrated in rural and remote areas with poor health 
infrastructure and a lack of skilled birth attendants.(5, 32) As previously stated, task shifting 
of specific interventions to CHWs has proven to be effective in enhancing the reach of 
effective care to mothers in rural and remote areas.(43) This PhD research aimed to 
examine the role of AMWs and the feasibility and acceptability of task shifting selected 
interventions to improve maternal and newborn health care in Myanmar. The key findings 
in relation to this aim are detailed in the following sections.  
8.1.1 Role of AMWs in the community  
 
Considering the positioning and relationships of health workers within communities 
and the broader health system is an essential step to ensure task shifting implementation 





medications to mothers, or explaining the benefit of ANC and educating the community 
about birth preparedness – cannot occur unless CHWs have strong relationships with the 
community.(84, 98) Findings in this PhD research showed that AMWs are acceptable and 
accessible to both the community and health care providers in Myanmar. They are the first 
contact person for the mothers during pregnancy that provides a linkage with the health 
system in contacting the Midwives. There is also a strong relationship between AMWs and 
the community, and between AMWs and the township health system. In addition to the 
strong relationships, AMWs have built trust in their communities through assisting at 
childbirth and providing antenatal and postnatal care. Compared to TBAs who are also in the 
community, AMW are better trained and better connected to the health system, which is an 
advantage to women. The research highlights the intermediary role played by AMWs 
through “community embeddedness”, a phrase used by Schneider, Hlophe and van 
Rensburg to describe the strong relationships of CHWs with the community.(225) Although 
community embeddedness serves as an important entry point for task shifting of CHWs, it is 
often ignored by program planners promoting task shifting.(85, 225) Understanding the 
existing relationships between health workers is also important to minimise 
misunderstandings, friction and duplication of efforts before implementation of new 
tasks.(44) Thus, program planners in Myanmar could utilise AMWs with confidence as they 
are embedded within the community and the health system.  
Task shifting often starts informally either as a response to cope with an emergency 
situation or to respond to understaffed situations.(95, 226)  Findings in chapter four showed 
that in spite of AMWs limited role capacity (promotive, preventive health activities and 





community to provide emergency health care services. In these villages, AMWs are 
providing curative care to mothers and the community for emergency conditions due to the 
absence of more qualified health care providers. The availability and accessibility of AMWs 
in villages lacking a Midwife and supports such as financial resources and transportation 
represents an opportunity for task shifting, so AMWs can provide informal curative care. 
Ferrinho et al (2012) identified informal provision of care as informal task shifting in his 
study of the experiences and opinions of care provided by community-level health workers 
to HIV/AIDS patients in Mozambique and Zambia.(226) In rural and remote areas of many 
LMICs (e.g., Tanzania, Malawi, Kenya and Zambia), nurse auxiliaries and CHWs provide 
curative care to patients, in the absence of skilled health professionals, as an ad hoc 
response to address the needs rather than as an explicit health policy.(87, 160, 226, 227) On 
the other hand, without basic health system support structures such as referral support and 
protection for health workers, informal task shifting can pose risks not only to health 
workers but also to patients.(226)  
This PhD research identified a mismatch between the expectations of the community 
and the expectation of other health care providers as to how AMWs should be performing 
their role. This discrepancy between community demands for curative care and the 
permission boundaries set by the township level health policy makers creates a challenge 
for AMWs. Hadley and Maher, in their review of CHWs’ involvement in tuberculosis control 
programs in developing countries, showed that enabling CHWs to undertake a curative role 
and thus fulfil community demand enhanced their reputation,(139) and led to better 
retention of CHWs and increased their social status.(85) Many AMWs in the study also 





being a proscribed activity. However, some AMWs spoke about risks and frustrations of 
taking care of emergency obstetric cases. A study in Nepal using community health 
volunteers to provide preventive and curative care to women in rural and remote areas 
similarly found that health workers experienced fear and frustration when facing emergency 
conditions, due to lack of specific training.(189) Myanmar’s MOHS must also reconsider the 
voluntary status of AMWs, as it is unfair to allocate responsibility for providing curative care 
without specific skill development and policy permission which poses risk both to patients 
and AMWs.(82, 228) The  Myanmar Health Workforce Strategic Plan 2012–2017 mentioned 
that bridging courses to upskill AMWs as fully qualified paid midwives are in development; 
the tasks and skills that should be given to AMWs is currently a matter of debate within the 
Ministry.(66) In this regard, there is evidence that lay maternal health workers with similar 
educational backgrounds to AMWs have been able to deliver basic emergency obstetric care 
to mothers and showed better pregnancy outcome in internally displaced communities in 
Eastern Burma/Myanmar following the implementation of systematic and rigorous skill-
based training, supervision and support structures for referrals.(229, 230) Giving AMWs 
skills-based training and allowing them to prescribe essential medicines to prevent 
emergency obstetric situations can benefit the health of mothers in hard-to-reach areas as 
well as gaining trust by the community and meeting their expectations.(53)  
As AMWs are already embedded within the community, other possible way that 
AMWs role could be more oriented to functions other than managing childbirth itself and 
taking risks may include connecting mothers with health facilities, promotion of supervised 
delivery, improving screening and treatment during pregnancy, distribution of commodities 





misoprostol), and a greater focus on routine care in the immediate postnatal period. This 
shift to a safer role through linking them to SBAs and facility based deliveries was successful 
with community midwives in Malaysia and TBAs in China, contributing to a reduction of the 
MMR in both countries.(20, 231) Therefore, this may be an alternative strategy to ensure the 
indemnity of AMWs and at the same time achieve a better skilled birth attendance coverage 
in rural areas by linking mothers to Midwives for delivery. However, transforming their role 
will need significant investment and preparation within the health system: building 
infrastructure, training health personnel, improving referral pathways and establishing 
quality referral facilities.(231)  
As AMWs are often alone in hard-to-reach rural areas without any lifesaving drugs 
and support infrastructure, equipping them with the knowledge and skills to identify danger 
signs during pregnancy, childbirth and newborn care and make early referrals is vital.(39) 
However, the research (chapter five) showed that AMWs’ ability to identify danger signs is 
extremely low. Although 80% of the AMWs were using clean delivery kits and performing 
active management of the third stage of labour, only 41% were using preventive 
misoprostol. The research showed that the determining factors for better knowledge and 
skills were refresher training and adequate supervision.(1) In this regard, a study conducted 
in Guatemala on transforming traditional TBAs into skill-based health care providers using a 
training module involving TBAs in planning  and implementation, showed that TBAs were 
able to increase their basic obstetric knowledge and identify risk cases for referrals.(232) 
Other researchers suggested that practical skill-based training with regular refresher 
training was effective in improving the danger sign detection performance of lay maternal 





The research findings showed that adequate supervision was an important factor for 
improving the knowledge and skill of AMWs. This confirms the results of a study of 287 
AMWs in Myanmar’s Kyaukse district, which showed that supervision was positively related 
to good performance and knowledge of AMWs.(76) However, Hill et al.’s review of 
supervision of CHWs in LMICs found that supervision frequency alone did not improve the 
performance of health workers; satisfaction, motivation, problem solving and a supervision 
checklist were needed as part of supportive supervision.(147, 198, 233) The PhD research 
examined supervision in terms of frequency and satisfaction, and found that 30% of AMWs 
had less than six supervisory sessions and 28% were not satisfied with their supervision.(1) 
Some of the AMWs interviewed as part of the research also stated that they had little or no 
supervision. Unfortunately, Midwives, who are the immediate supervisors of AMWs in 
Myanmar, often lack the time and capacity to supervise due to their own heavy 
workloads.(33, 74, 77) In addition, other maternal and child health program reviews noted 
that lack of supervision guidelines and financial support needed for travel were major 
barriers to MW supervision.(34, 76) AMWs often reside in hard-to-reach rural areas; 
geographical distance from a supervisor can often lead to taking risks in fulfilling community 
expectations.(83) Global evidence reinforces that supervision is crucial, especially for CHWs 
who are distant from program administrators and supervisors.(83-85, 224) An approach 
used by a family planning program in Guatemala is group supervision, in which multiple 
providers come together to supervise a group of CHWs undertaking activities such as data 
collection, problem solving and training; this was identified to increase geographical 
coverage by 26% over standard supervision with less time and cost.(198) A systematic 
review of CHWs and use of mobile technology stated that supervision mechanism for CHWs 





information and obtaining better communication and feedback between supervisors and 
CHWs.(234) Therefore, innovative mechanisms of supervision, such as group supervision 
and use of mobile technology, may be possible alternatives for AMWs in remote areas of 
Myanmar.  
8.1.2 Potential for task shifting essential maternal interventions 
 
Chapters four and five describe the current situation of AMWs and demonstrate that 
they are well trusted and embedded within the community and the health system, but their 
knowledge and skills in provision of maternal and newborn care are inadequate.(1) As 
discussed, regular skill-based training and supportive supervision may address some of 
these deficits. Chapter six further reports on the potential for task shifting of essential 
maternal interventions to AMWs. Although the current AMW manual does not permit 
AMWs to give any medication to mothers, in practice AMWs are providing some oral 
medications to mothers and villagers.(2) The main sources of drug supply were from MWs 
and local drug shops. The findings also showed that this informal task shifting is occurring 
mostly in villages where MWs are often inaccessible or are not present. Community 
perceptions of task shifting oral medication such as vitamin supplementation during 
pregnancy, misoprostol to prevent PPH immediately after child birth and providing oral 
antibiotics during puerperium were positive.(2) Global evidence shows that CHWs are able 
to provide oral vitamin supplementation, misoprostol to prevent PPH, and antibiotics to 
children, and have shown that this has increased coverage and reduced neonatal and 
perinatal mortality and maternal morbidity.(43, 48, 50, 147, 235) Although informal task 
shifting may serve as a template for task shifting, without appropriate policy endorsement, 





within the health system and pose threats to the health workers to and from whom the task 
is shifted.(116, 143) This PhD research makes an important contribution towards task 
shifting in Myanmar, as both community and health system perceptions of acceptability and 
feasibility of the interventions were taken into account before their implementation.(2) 
Therefore, task-shifting health service tasks to AMWs for care during pregnancy, childbirth 
and the first weeks after childbirth can offer expanded access for mothers who deliver 
outside of health facilities. 
8.1.3 Prevention of postpartum haemorrhage  
 
The findings in chapter seven relate to two approaches to prevention of PPH, the 
leading cause of maternal deaths in Myanmar. Several alternatives to injectable oxytocin for 
preventing PPH are being implemented or trialled globally. These are designed to overcome 
two challenges: maintaining the cold chain for oxytocin storage, and the need for someone 
trained in giving injections to be available to administer the oxytocin.(222) Provision of oral 
misoprostol and inhaled oxytocin (IHO) are interventions suitable for distribution at the 
community level in countries where death due to PPH is prevalent and a high proportion of 
women still give birth at home. The research findings showed that it is feasible and 
acceptable for both interventions to be implemented by AMWs in Myanmar.(3)  
The research findings showed that oral misoprostol is acceptable and feasible, as the 
drug has been used by Midwives and AMWs in Myanmar and is becoming widely available 
thanks to donors and government supply.(3) As inhalers are not commonly used, 
community perception will tend to favour the more established misoprostol. Global 
evidence also suggests that misoprostol is safe and effective for use by CHWs in settings 





willing to provide misoprostol to AMWs as a necessity to prevent PPH. However, the study 
findings highlights that without clear policy endorsement, this will still occur in the form of 
informal task shifting.(3) Policy-level commitment has previously been highlighted as 
essential to moving evidence-based interventions like misoprostol into practice.(113) The 
research findings showed that it was possible to shift the task of provision of misoprostol to 
AMWs following systematic preparation such as stakeholder engagement, training, ensuring 
drug availability and systematic documentation of the process. The research findings have 
been used as evidence to inform national decision-making. Department of Public Health, 
MOHS, together with the 3MDG fund, is developing a guideline for use of misoprostol by 
AMWs, and a pilot study to implement the distribution of misoprostol by AMWs (on which I 
am a principal investigator) in a particularly hard-to-reach state (Chin State) is underway. 
The research findings were instrumental to the pilot provision of misoprostol by AMWs in 
Chin State.  
Inhaled oxytocin is a heat-stable, dry, inhalable powder form of oxytocin which 
requires neither injection by a health care provider nor refrigeration. It has the potential to 
address many of the limitations of gold standard injectable oxytocin.(236-238) Unlike IHO, 
many new products often overlook the users’ needs and contexts, and subsequently face 
challenges in introduction in low-resource settings irrespective of their potential 
advantages.(237, 239-241) For example, implementation of oxytocin in UnijectTM, a self-
contained injection device, has stalled due to its high product price relative to other 
uterotonics and incompatibility with high-volume demand in resource-constrained LMIC 
markets.(240) With this background, a multi-country study was conducted in India, Ethiopia 





uptake of IHO in resource-poor settings. The Myanmar component was part of the PhD 
research. In Myanmar distribution at community level (where cold storage infrastructure is 
lacking) was shown to be feasible, as was education and distribution of the product through 
MWs and AMWs. However, as the drug is still in the development stage, health care 
workers were interested in the safety and efficacy profiles of the final product. If IHO is 
proven to be significantly more efficient than injectable oxytocin for use in real life settings, 
further investment are still needed to promote the drug to providers along with provider 
training and community education.  
8.2 Implications of the findings for policy and practice  
 
The findings presented in this thesis have important policy and practical implications 
for AMWs in Myanmar. As noted several times herein, maternal mortality is high and more 
prevalent in rural than urban communities in Myanmar. The health system has long faced 
human resource constraints with major difficulties in recruiting and retaining health 
workforce, particularly in rural and remote areas.(42) Task shifting of essential maternal and 
newborn interventions to less-skilled health workers is a strategy to address the human 
resource shortage that hinders reduction of maternal mortality in many LMICs.(50, 133, 147, 
183) Therefore, task shifting to AMWs is a promising option for rural and remote areas of 
Myanmar where skilled birth attendant rates are low and MMRs are high. This section will 
discuss the health system factors that are crucial for effective implementation of task 
shifting interventions to AMWs in Myanmar.  
8.2.1 Policy and governance 
 
  The new National Health Policy commits the Government of Myanmar to attainment 





need through the township health system and through better provision of an essential 
package of health services.(61) Therefore, this PhD study is timely in showing how MCH can 
be improved for rural and remote people through task shifting of essential care to AMWs. 
However, achieving this goal will need significant policy commitment, preparation and 
investment. 
  Future task shifting will require the Government of Myanmar to develop national 
guidelines on drug procurement, policies on drug distribution and drug use by AMWs, and a 
system of registration of essential drugs for task shifting. As task shifting to AMWs is very 
likely to, and should, involve use of antibiotics and misoprostol, the Government must 
ensure that all relevant professional associations such as the Myanmar Nurses Council and 
Myanmar Obstetrics and Gynaecological Association are involved in the policymaking 
process. A study in Kenya showed that a main factor hindering the use of antibiotics by 
CHWs was resistance from clinicians and high-level policy actors.(242) This suggests that 
coordination and collaboration with various stakeholders involved in AMW programing such 
as MOHS, international donor agencies, international and national NGOs and UN agencies, 
professional organisations and all other relevant stakeholders is crucial. A policy brief on 
task shifting in MCH care for Myanmar could enhance the process of task shifting. In 
addition, a national evaluation of the AMW program would benefit future programming and 
resource mobilisation for AMWs.  
8.2.2 Training  
 
The study findings highlight that training is an important factor for building the 
knowledge and skill of AMWs as well as for future task shifting.(1-3) These results align with 





highlighted that appropriate training and supportive supervisions are essential.(48, 79, 141, 
243, 244) The latest AMW training manual was developed in 2015; it is not module based 
and contains large amounts of information which is hard for AMWs to absorb.(2) Although 
the current manual includes revised content relating to current practices like prevention of 
PPH and newborn care practices, the method of training has not changed due to constraints 
on human resources and budget at central level. Shifting new tasks will require specific 
training for each task, as well as their incorporation into the training curriculum. Therefore, 
review of the current training manual and methods of training is required, and a new 
description of the role and responsibilities of AMWs must be added to the manual. AMWs 
will further benefit if the training is skills based, with refresher training at regular intervals. 
As the township health departments are responsible for training AMWs, establishment of 
training teams and training of trainers are needed, with a standardised curriculum and skill-
based adult learning methods.  
8.2.3 Career development pathway for AMWs  
 
With the MOHS’ ultimate aim of universal access to institutional based childbirth 
with skilled birth attendants, timely strategic planning is needed to attain smooth transition 
of the large cadre of AMWs into the health system. Myanmar’s Health Workforce Strategic 
Plan 2012–2017 mentions development of bridging courses to upskill AMWs to become fully 
qualified Midwives.(66) This upskilling will require planning and support to ensure that 
AMWs serving in hard-to-reach areas can benefit. Becoming a Midwife may require 
attainment of the 10th Standard4in tertiary education, which may represent a barrier to the 
upskilling of AMWs who often have a much lower level of education. The findings in the 
research showed that 41 % of the AMWs had secondary and lower education.(1) A study 
                                                     





done by Wangmo et al demonstrated that AMWs with long duration of service who had 
lower level of education were more like to work as an AMW and serve the community for 
longer time period.(40) Innovative career development plans for AMWs with secondary and 
lower education must be considered. Other possible alternative strategies for linking AMWs 
role safely within the health system in the interim period would be through task shifting of 
essential maternal interventions during pregnancy, childbirth and postpartum period along 
with promotion of supervised delivery and preparing the system for institutional delivery.  
8.2.4 Supervision  
 
 Task shifting of new skills to AMWs requires a strong supervision and support 
structure to ensure that new skills are provided correctly and maintained. As Rowe et al. 
stated, supervision increases the motivation and performance of health workers like AMWs 
in low-resource settings.(245) The JIMNCH review in Myanmar and the study findings 
showed that lack of supervision can create unintended consequences such as AMWs 
performing beyond their approved roles.(3, 34) Strong system support is also required to 
ensure that supervisors (Midwives) have the necessary resources (time and transport) and 
guidance (clear guidelines about what and how to supervise). Township-level supervision 
teams (Township medical officer, township health nurse and township health assistant) 
could contribute to supervision of AMWs which may reduce the workload of busy Midwives.   
8.2.5 Drugs and supplies  
 
Almost all AMWs are provided with an AMW kit after their six months of training by 
the township health department. AMWs’ kits are essential tools for performing their main 
function of ensuring safe and clean delivery for pregnant women. The content has varied 





blades, soap, clean cord tie and pictorial instruction on how to deliver a child), a 
stethoscope, thermometer, sphygmomanometer, antiseptic solutions and drugs such as 
paracetamol and ferrous sulphate.(40) However, kit replenishment is not a regular 
occurrence, but required for optimal AMW functioning.   
Ensuring an adequate and consistent supply of drugs (including misoprostol and 
antibiotics) with proper instructions for administration is essential for task shifting. Free 
availability of drugs without prescription is a double-edged sword for the AMWs: it means 
drugs can be delivered to members of the community as needed, but the quality of the 
drugs cannot be assured, and this, and usage without proper knowledge of the dose and 
side effects, pose threats to users. Clear guidelines on use and distribution of essential 
quality drugs for AMWs are required urgently.  
8.2.6 Financing and incentives  
 
Although AMWs are volunteers rather than employees, and thereby receive no 
salary or related benefits (however, providers of home birth services in Myanmar usually 
receive commodities such as rice, food and clothing and sometimes cash for their services). 
(40) Their recruitment and training for health service delivery is expensive. The average cost 
of training an AMW was estimated at US$ 700–$1135 (in 2013), excluding other indirect 
costs such as travel and supervision.(39, 78) Refresher training was estimated to cost 
between US $150 and $167 per AMW, and annual replenishment of the AMW kit and drugs 
between US $30 and $50.(39, 78) Return on investment is important for a health system in a 
low-resource country such as Myanmar.  
Adding more tasks to the role of AMWs through task shifting may require review of 





Formal remuneration for the services AMWs provide may need to be considered to 
minimize out-of-pocket payments by the community and reduce AMW attrition.(40) The 
JIMNCH review also highlighted that financial remuneration of AMWs needs to be aligned 
with their role and responsibilities.(34) Sustained and standardised financial incentives are 
needed; for specific task shifting interventions, incentives could be in the form of travel 
expense remuneration along with regular supply and replenishment of drugs.   
8.2.7 Service delivery and referral    
 
Task shifting may result in changes to the role of the health care providers from 
whom the task is shifted and to whom it is shifted. In the case of AMWs, the tasks that are 
to be shifted are mostly preventive and involve oral administration of medications. Ensuring 
that the community understands the importance of these oral drugs (through community 
mobilisation and mass media education) will enhance the status of AMWs within the 
community.  
Consultations about the providers’ views on task shifting are an important step in 
task shifting. In the study findings, providers’ held positive perceptions towards task shifting 
of the three maternal interventions: oral vitamin supplementation during the antenatal care 
period, provision of misoprostol to prevent postpartum haemorrhage after childbirth, and 
the use of oral antibiotics for puerperal sepsis during the postpartum period.(2) Task shifting 
is likely to increase AMWs’ job satisfaction, because providing misoprostol to prevent PPH – 
a major risk in childbirth – will increase their prestige in the community, as will providing 
life-saving antibiotics for treatment of puerperal sepsis. Midwives’ support in promoting the 
importance of misoprostol during ANC consultation with pregnant women will further 





needs to be planned and formalised, in consultation with the Midwives, alongside task 
shifting. As misoprostol is a drug that can be also used for abortion, strict legal protection 
mechanisms for use during pregnancy must also be in place.  
8.2.8 Health Information System  
 
The PhD research findings show that AMWs are the first contact persons for 
pregnancy and immunisation services for mothers and children in rural hard-to-reach areas 
of Myanmar.(2) Service data are recorded in personal notebooks, and are not used for 
community health data recording. In townships receiving 3MDG funding, data recording 
training for AMWs occurred in 2015.(193) Supporting AMWs to perform better MCH data 
collection will improve community-level data from hard-to-reach communities, which is 
often missing from national datasets.(78) Support and proper reporting forms are needed to 
ensure that new task shifting drugs and guidelines are in line with the current national 
health management information system to avoid parallel documentation of new 
interventions.  
8.3 Strengths and limitations of the study 
 
The PhD research had both strengths and limitations. Strengths include the 
foregrounding of community and the employment of both qualitative and quantitative 
methods. Limitations include limited geographical coverage and non-random sampling 
during data collection. 
Many of the implementation strategies for task shifting interventions are planned at 
the national policymaking level with involvement of various stakeholders. Although policy 
makers often involve the health workers from and to whom the tasks are to be shifted, they 





research to explore community perspectives on task shifting before actual implementation 
in a LMIC country – a significant strength. 
The study employed a mixed methods approach, which enriched the study in two 
ways. First, the qualitative study improved understanding of the role of AMWs within the 
township health system and AMWs’ relationship with the community and health care 
providers. It enabled exploration of the potential of task shifting specific maternal 
interventions from both the communities’ and providers’ perspectives, including those to 
whom (AMWs) and from whom (Midwives) the task will be shifted, in a township setting.  
Second, the quantitative research confirmed the qualitative findings about the 
practice of oral drug administration by AMWs on antibiotics, misoprostol and other vitamin 
supplementation. It also revealed the extent of the limited knowledge and practice of 
AMWs regarding danger signs during pregnancy, childbirth, postpartum and newborn care 
periods, which is important for training AMWs to perform further tasks. 
The study had several limitations. The study townships were purposively selected 
based on their “hard-to-reach” characteristics, and as such findings may not be 
representative of other townships in Myanmar. However, the three townships studied 
quantitatively were selected, using local knowledge, to capture the geographical diversity 
within Magwe district, offsetting the potential loss of generalisability. A national-scale 
evaluation with systematic random sampling would have enabled assessment of the study’s 
reliability and the generalisability of the findings. This was not possible as there was limited 
time and funding for implementing a national scale study. Within the limit, a township 
census (inclusion of all AMWs in the study township) approach was considered as an 





Data collected about the relationships between communities, health care providers 
and AMWs may have been affected by social desirability bias. The study objectives were 
explained briefly before each interview; social norms may have encouraged interviewees to 
state that all providers of health care were in harmony and give positive answers about 
AMWs’ role and task shifting. To minimise this bias, all the interviewees were informed that 
the information obtained will be confidential and anonymity was ensured. Also the 
interview guide allowed the interviewers to be flexible with a broad opening of barriers and 
enablers towards the relationships and their opinions.   
Practices of AMWs were based on self-reports rather than observed performance, 
which may have led to over-reporting. However, even if over-reporting occurred, study 
findings show that AMWs have inadequate knowledge and skills. Future studies of the 
actual practice of AMWs would enrich understanding of the quality of care that AMWs 
provide with more accuracy and validity.   
The studies focused on maternal interventions around the time of birth (vitamin 
supplementation during pregnancy, provision of misoprostol to prevent PPH, and provision 
of antibiotics for puerperal sepsis), and excluded other feasible maternal and newborn 
interventions such as improving access to contraception for all women of reproductive age 
and newborn care practices. Future researchers could explore the feasibility and 
acceptability of task shifting family planning, and other newborn tasks to AMWs.  
8.4 Recommendations 
  
The research findings presented in this thesis demonstrate that although 
mismatched expectations exist, the embeddedness, trust and strong relationships of AMWs 





and newborn interventions. Implementation of task shifting to AMWs is recommended as 
an interim conjunctive strategy in line with all other measures in reduction of maternal 
mortality in Myanmar such as institutional delivery and access to skilled birth attendants.  
A national-scale evaluation of the AMW program is recommended to update the role 
and tasks of AMWs and to set the limit of the role that can be performed by AMWs, taking 
their education and voluntary status into consideration.   
Auxiliary midwives are currently taking risks in emergency situations due to a lack of 
support and proper training. AMWs need clear instructions and proper skill-based training 
to ensure that emergency situations are handled in the best possible way. It is 
recommended that adequate resources are available for ongoing refresher training, 
enabling AMWs to effectively undertake their roles and fulfil their responsibilities with 
confidence, including applying the new skills required by task shifting. Evaluation of the 
AMW training program, including review of the training curriculum and teaching 
methodologies, is a priority. Also, further research on effective models of training to 
improve practice should be carried out.  
The study findings highlighted that supervision is an important element in AMW 
knowledge and skill development. Ensuring financial and infrastructure support for AMWs’ 
supervision by MWs and the township health system is highly recommended. In addition, 
the current supervision program for AMWs needs to be redesigned to meet the basic needs 
of AMWs through innovative supervision mechanisms. 
The study findings showed that there is potential for task shifting if the following 





for implementation of task shifting activities are crucial. Policy-level commitment and 
written permission from the MOHS for implementation of task shifting interventions are 
strongly recommended. In this regard, development and endorsement of guidelines and 
standard operating procedures for AMWs – that specify clear roles and responsibilities, 
cover administration and distribution of drugs, and outline a skill-based training curriculum 
and supportive supervision structures – is essential.  
8.5 Directions for future research  
 
The findings presented in this thesis show that AMWs are highly accepted health 
care providers within the community and the health system in Myanmar, and that task 
shifting a package of maternal interventions to AMWs, with proper training and supportive 
supervision, is feasible. Future research should clearly document the process of 
implementation of task shifting MCH interventions in Myanmar to recognise the lessons 
learned and inform future global guideline initiatives.  
The research findings showed that AMWs’ knowledge of the danger signs and their 
reported practices with respect to safe childbirth were suboptimal. The qualitative study 
also showed that AMWs found management of emergency situations during childbirth very 
difficult due to the lack of support infrastructure. The role of supervision in task shifting is 
another area for further research: the study findings show that supervision is important for 
skill building and performance. Research into the barriers to and enablers of AMWs’ 
supervision by MWs and township level supervisors would be valuable.  
This study was limited to maternal interventions around the time of birth. However, 
global evidence suggests that CHWs with skills equivalent to AMWs are effective in 





the health of mothers and children(103). WHO guidelines recommend that AMWs provide 
oral and injectable contraception using a standard syringe (43). Therefore, Future research 
study on feasibility and acceptability of task shifting contraceptives (both oral and injectable 
using a standard syringe) by AMWs is recommended.   
The study findings show that a package of MCH interventions involving oral 
administration of medications (oral supplementation during pregnancy, misoprostol for 
PPH, and antibiotics for puerperal sepsis before referral) was feasible and acceptable to 
AMWs in Myanmar. However, PPH remains the leading cause of maternal mortality in 
Myanmar, and the drive for task shifting the provision of misoprostol has advanced more 
rapidly than the whole package of interventions. Thus, pilot testing should be carried out in 
Myanmar to see whether a package of interventions is more cost-effective than one 
intervention.  
8.6 Conclusion  
 
Global efforts to end maternal mortality can be accelerated by equipping CHWs with 
proven interventions through task shifting. The community embeddedness and acceptance 
of AMWs, a large national cadre serving mothers and children in rural and remote areas of 
Myanmar, provides an enabling environment for task shifting selected maternal 
interventions. However, effective task shifting to AMWs requires clear policies, enhanced 
role definition, training, supervision, incentives and indemnity. Increasing the 
professionalisation of AMWs will support their transition into certified midwives and 
progress Myanmar’s goal for every pregnant woman to have a skilled birth attendant assist 
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AbstrAct
Objectives The re-emergence of community-based 
health workers such as the auxiliary midwives (AMWs) 
in Myanmar, who are local female volunteers, has been 
an important strategy to address global health workforce 
shortages. The Myanmar government recommends 
one AMW for every village. The aim of this study is to 
investigate the current knowledge of critical danger signs 
and practices for safe childbirth and immediate newborn 
care of AMWs to inform potential task shifting of additional 
healthcare responsibilities.
Methods A cross-sectional survey was conducted from 
July 2015 to June 2016 in three hard-to-reach areas in 
Myanmar. Face-to-face interviews were conducted using a 
pretested questionnaire.
Results Among 262 AMWs participating in the study, 
only 8% of AMWs were able to identify at least 80% of 
20 critical danger signs. Factors associated with greater 
knowledge of critical danger signs included older age 
over 35 years (adjusted OR (AOR) 2.19, 95% CI 0.99 
to 4.83), having received refresher training within the 
last year (AOR 2.20, 95% CI 1.21 to 4.01) and receiving 
adequate supervision (AOR 5.04, 95% CI 2.74 to 9.29). 
Those who employed all six safe childbirth and immediate 
newborn care practices were more likely to report greater 
knowledge of danger signs (AOR 2.81, 95% CI 1.50 to 
5.26), adequate work supervision (AOR 3.18 95% CI 1.62 
to 6.24) and less education (AOR 0.44, 95% CI 0.23 to 
0.88).
Conclusion The low level of knowledge of critical danger 
signs and reported practices for safe childbirth identified 
suggest that an evaluation of the current AMW training 
and supervision programme needs to be revisited to 
ensure that existing practices, including recognition of 
danger signs, meet quality care standards before new 
interventions are introduced or new responsibilities given 
to AMWs.
IntroductIon
The re-emergence of the role of community 
health workers (CHWs) in healthcare provi-
sion has been an asset to the global health 
workforce.1 Around the world, different types 
of CHWs have emerged that are adapted to 
the need of individual healthcare systems 
and country contexts.2 CHWs are defined as 
‘community members who work almost exclu-
sively in community settings and who serve as 
connectors between healthcare consumers 
and providers to promote health among 
groups that have traditionally lacked access 
to adequate care’.3 Most CHWs working in 
maternal and child health are women.
Auxiliary midwives (AMWs) are one of the 
largest voluntary health cadres in the country 
and have been trained by the government of 
Myanmar since 1978.4 They are local women 
with secondary level education who are 
willing to serve their own community with 
maternal and child healthcare service and 
who work without financial incentives. The 
aim of producing AMWs in the early years of 
the programme was twofold: to fill the gap in 
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Strengths and limitations of this study
 ► The study presents valuable information on 
the current knowledge of critical danger signs and 
practices for safe childbirth and immediate newborn 
care of auxiliary midwives (AMWs) in Myanmar.
 ► Practices of AMWs were based on self-reported 
practices rather than actual observed performance, 
and over-reporting can be a problem with this 
approach. Moreover, composite variables were 
created for analysis, which could have led to 
misclassification bias.
 ► Low level of knowledge of critical danger signs 
and reported practices for childbirth suggest 
that an evaluation of the current AMW training and 
supervision programme needs to be revisited to 
ensure that existing practices, including recognition 
of danger signs, meet quality care standards.
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the availability of skilled birth attendants (midwives) who 
were not accessible in remote rural villages of the country 
and to phase out traditional birth attendants as care 
providers. AMWs provide education and counselling to 
pregnant women on antenatal care, immunisation, nutri-
tion, birth preparedness, breast feeding and postnatal 
care. They are also equipped with skills to conduct normal 
deliveries, identify pregnant women with greater risks of 
complication and facilitate early and timely referral.4 5
Myanmar has a critical shortage in human resources for 
health; there are only 14 health providers with midwifery 
skills (doctors, nurses and midwives) per 10 000 persons. 
This is significantly less than 23 per 10 000 persons 
recommended by the WHO to achieve the 80% skilled 
coverage for maternal and child health.6 Although the 
Myanmar government recognises the need to increase 
the number of skilled birth attendants and the distri-
bution of midwives, health system resources are lacking 
and policies to fill and sustain the human resource gap 
are not currently in place.7Task shifting is one possible 
option to address human resource shortages, and the 
Ministry of Health has revitalised the AMW programme 
to help extend services to ‘hard-to-reach’ areas.8 The 
national target set by the Ministry is to have at least one 
trained AMW in every village by 2016.7 The Ministry also 
recommends task shifting evidence-based essential inter-
ventions to AMWs to improve the health of mothers and 
the newborns.9
Currently, AMWs’ training lasts for 6 months, including 
3 months of theoretical learning and 3 months of practical 
skills provided by township health departments. The train-
ings are conducted under the guidance of the Ministry of 
Health.7 Within the current ‘Three Millennium Develop-
ment Goals Fund’ (3MDG) for Magwe region, new and 
refresher trainings have been undertaken in Gangaw, 
Ngape and Seitphyu townships. Refresher trainings are 
provided by the township-level team, which consists of 
the township medical officer, township health nurse and 
other health staff within each township and entails 3–5 
days covering the critical topics relevant to AMW practice. 
AMWs are supervised by the midwives in their township.10 
Typically, a midwife is responsible for overseeing four 
to six AMWs and would visit each AMW every month 
to monitor performance. In practice, it is reported that 
many midwives are not able to regularly follow-up the 
AMWs for whom they are responsible.11
Although the number of AMWs has increased, there are 
few studies on AMW service provision and performance 
in Myanmar. Two studies conducted by the Department 
of Health in 2005 and 2011 reported that knowledge was 
low and that AMW skills were below satisfactory level. The 
first study included 211 AMWs from 12 townships and 
the second study included 287 AMWs from four town-
ships.12 13 These studies assessed AMWs’ general maternal 
and child health knowledge and skills but did not focus 
on the critical danger signs.
Our study aimed to investigate the level of knowledge 
and practices specific to life-saving care for pregnant 
women and their newborns: recognition of critical 
danger signs during pregnancy and labour, clean and 
safe childbirth practices and immediate newborn care 
practices. In addition, we examined the determinants of 
knowledge level to inform future interventions needed to 
improve the care given by AMWs in Myanmar.
Methods
study setting
Myanmar is a country with geographically, culturally and 
socially diverse communities. Magwe region in central 
Myanmar and with a population of 3.9 million was purpo-
sively selected based on its high reported maternal 
mortality ratio (344 per 100 000 live births) and infant 
mortality rate (84 per 1000 live births).14 15 The region 
contains various hard-to-reach populations and in rural 
remote areas most of the birth takes place at home (nation-
ally reported to be 72%).16 Within each township, villages 
were identified as hard-to-reach and non-hard-to-reach 
according to the 3MDG fund criteria (a score of 0–12 is 
accorded based on travelling time to the nearest facility, 
mode of travel, transport charges and roads affected by 
seasonal variation).17 Three townships in Magwe region 
(Gangaw, Ngape and Seitphyu) were purposively selected 
to represent the geographical diversity of the region and 
because they have high maternal and infant mortality.
study design and participants
A cross-sectional survey using interviewer administered 
pretested questionnaire was conducted between July 2015 
and June 2016. A list of practising AMWs was obtained 
from the township health departments and checked 
through discussions with the township medical officer. All 
practising AMWs in the three townships were recruited 
for interviews. AMWs who were not in the township and 
those who could not come to the rural health centre 
(RHC) due to bad weather or having a very young child at 
the time of the survey were not able to participate. A total 
of 262 AMWs participated in the study out of 308 invited 
to participate (85%).
data collection methods
Data were collected using a pretested semistructured 
questionnaire in Myanmar language. Five trained inter-
viewers conducted face-to-face interviews with AMWs 
after obtaining written, informed consent. Interviewers 
were not employed by or associated with the health 
system. Completing the questionnaire took approx-
imately 30–45 min per interview. The questionnaire 
consisted of five main sections including socioeconomic 
and demographic characteristics, training and supervi-
sion of maternal and child health services, knowledge of 
risk and danger signs, practice of antenatal, birth, post-
natal and newborn care and barriers and facilitators for 
provision of services. In order to reduce the recall bias, 
all the knowledge and practice questions were based on 
6 months period before the data collection. Interviews 
were conducted in the closest Maternal and Child Health 
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Centre or RHC to each AMWs’ place of residence. All the 
participants were reimbursed with the actual cost of travel 
to the place of interview plus a daily allowance to cover 
meal costs (3000 kyats, equivalent to US$2.5).
data management and analysis
Data were coded on the day of the interview by a different 
member of the research team to check for incomplete-
ness and inconsistency. There were no missing data. 
Coded data were double entered into the software Epi 
Data V.3.1 by two research assistants separately. Double 
data entry was then checked for consistency by the 
principal investigator and any discrepancies addressed 
through discussion with the research team. The principal 
investigator analysed the data using STATA V.13.1.
Binary and categorical variables were summarised 
by proportions and tabulations. Continuous variables 
were summarised using mean, SD and range. Differ-
ences between groups were assessed using χ2 tests and/
or univariable logistic regression with 95% CI. The effect 
of each of the independent variables was adjusted for all 
other independent variables in a multivariable logistic 
regression model. Variables were included in the model 
if they were known, or hypothesised, determinants of our 
outcomes of interest.
study measures
Responses to the question ‘when was the last refresher 
training received’ was coded as ‘less than a year’ if the 
participant indicated training had been received more 
recently than 2014 and as ‘no training or more than 
1 year’ if refresher training had not been received or 
received prior to 2014. The number of supervision visits 
in the last 6 months and the question on satisfaction of 
supervision were taken to create the adequate supervision 
variable as reported by AMWs in the study. The ques-
tion on ‘how many times were you supervised in the last 
6 months’ was categorised as ‘less than six times or no 
supervision received’ and ‘six times and more’. Another 
question explored their satisfaction with the received 
supervision and was asked as: ‘Are you satisfied with 
your supervision?’ Responses were re-categorised into a 
binary variable as ‘satisfied’ for responses ‘very satisfied’, 
‘satisfied’ and ‘just satisfied’ and into ‘not satisfied’ when 
responses included ‘not very satisfied ‘and ‘not satisfied 
at all’. A composite variable was constructed to describe 
the adequacy of supervision. If the number of supervi-
sions was six times and more in the last 6 months and 
the satisfaction question was categorised as satisfied, it 
was considered as ‘adequate supervision’ and if either the 
number of supervision was no or less than six times or the 
satisfaction question was categorised as not satisfied than 
it was considered as ‘not adequate.’
According to the latest AMW manual published in 2015, 
there are 20 critical danger signs: six in pregnancy, eight 
in childbirth and postpartum and six related to newborn 
care. Knowing critical danger signs is important to enable 
AMWs to refer mothers and newborns for timely and 
effective management of complications. Participants were 
coded as ‘high knowledge’ if they reported at least three 
pregnancy critical danger signs (out of six), four child-
birth and postpartum critical danger signs (out of eight) 
and three newborn critical danger signs (out of six). All 
others participants were coded as ‘low knowledge’.
A safe childbirth practice variable was constructed 
using responses to questions on usage of a clean birth 
kit and postpartum haemorrhage prevention practices. 
The question ‘Do you normally use a clean birth kit’ was 
coded as ‘1’ for yes and ‘0’ for no. Frequency of Active 
Management of Third Stage of Labour (AMTSL) prac-
tices were coded into a binary variable grouping those 
who responded ‘always’, ‘mostly’ or ‘about half the time’ 
as ‘1’ and those who responded ‘sometimes’ or ‘rarely’ as 
‘0’. A composite ‘safe childbirth practice’ score was then 
constructed by adding the value of these two variables 
(using a clean birth kit and practising AMTSL). A score 
of ‘2’ was considered ‘safe childbirth practice’ and scores 
of ‘0’ or ‘1’ was considered ‘not safe childbirth practice’. 
AMWs were also asked about the use of misoprostol, an 
intervention introduced to AMW practice in the study 
townships in 2015 by the Ministry of Health.
Four immediate newborn care practice questions 
were given a score of 1 for ‘yes’ responses and 0 for ‘no’ 
responses. Practices assessed were wrapping the baby 
for warmth, immediate breast feeding after birth, clean 
cord care and wiping the newborns nose and mouth 
with a clean cloth or gauze. AMWs who reported all four 
immediate newborn care practices were categorised 
as providing ‘satisfactory newborn practices’, while all 
others were categorised as ‘not satisfactory’. AMWs cate-
gorised as providing both safe childbirth practices and 
satisfactory immediate newborn practices were described 
as providing ‘safe childbirth and immediate newborn 
care practice’.
ethical considerations
Ethical approval for the study was obtained from the 
Ethics Review Committee of Department of Medical 
Research, Ministry of Health Myanmar (approval number 
42A/ethics/DMR/2015). Ethical approval was also 
obtained from The Alfred Hospital Human Research 
Ethics Committee in Australia (approval number Project 
150/15). Written information was provided in Burmese 
and written inform consent was obtained. Consent forms 
were stored in a secure location. All activities and proce-
dures including those for data collection, data storage 
and data analysis were performed in accordance with the 
guidelines and regulations as stated in the study protocol.
results
characteristics of participants
A total of 214 AMWs from the non-hard-to-reach villages 
and 48 AMWs from hard-to-reach villages participated in 
the survey (table 1). The majority (82%) of AMWs lived 
in the villages where they were born (native village) and 
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Table 2 Training and supervision received by participating 
auxiliary midwives (AMWs)
Variables n (n=262) Per cent 
Year of first AMW training received
  1978–1999 75 28.6
  2000–2009 75 28.6
  2010–2015 112 42.8
Ever received refresher training
  Yes 169 64.5
  No 93 35.5
Refresher training within 1 year
  No refresher training 93 35.5
  One year and more 32 12.2
  Less than 1 year 137 52.3
Number of supervision received within 6 months
  Less than six times 77 29.4
  Six times and more 185 70.6
Reported satisfaction of supervision
  Not satisfied 74 28.2
  Satisfied 188 71.8
Adequate supervision*
  Not adequate 124 47.3
  Adequate 138 52.7
*Adequate supervision was defined as receiving supervision six 
times or more within the last 6 months and was satisfied with the 
supervision received.
Table 1 Sociodemographic characteristics of participating 
auxiliary midwives (AMWs)
Variables n (n=262) Per cent
Townships
  Gangaw 67 25.5
  Ngape 86 32.8
  Seitphyu 109 41.6
Villages
  Hard-to-reach 48 18.3
  Non-hard-to-reach 214 81.7
Age
  ≤24 years 69 26.3
  25–34 years 105 40.1
  35–44 years 52 19.9
  ≥45 years 36 13.7
Education
  Primary 26 9.9
  Secondary 83 31.7
  High School 110 42.0
  University/Graduate 43 16.4
Marital status
  Single 132 50.4
  Married 130 49.6
Number of years lived in the village
  ≤10 years 15 5.7
  11–20 years 33 12.6
  ≥21 years 214 81.7
Number of years working as an AMW
  ≤1 year 23 8.8
  2–5 years 89 34.0
  6–9 years 22 8.4
  ≥10 years 128 48.9
Any other job apart from AMW work
  AMW only 148 56.5
  Manual labour 8 3.1
  Farmers 64 24.4
  Small business owners 37 14.1
  Others 5 1.9
49% had worked as AMWs for 10 years or more. The mean 
age of AMWs was 32 years, and 42% had secondary and 
below education and 16% had university level of educa-
tion. Forty-five per cent of AMWs in the study worked in 
other jobs in addition to being an AMW.
supervision and training
All AMWs in the study were trained for 6 months within 
their respective townships. More than half (57%) had 
been trained before 2010 and 64% of the AMWs reported 
receiving some refresher training (table 2). Among those 
who had received refresher training, 80% received the 
refresher training only in 2015. Seventy per cent reported 
receiving supervision from a midwife six or more times 
within the last 6 months and 60% of these AMWs reported 
that this supervision was satisfactory.
Knowledge of critical danger signs
Nearly all AMWs (91%) knew the recommendation of four 
antenatal visits with a skilled attendant during pregnancy 
and 96% knew the recommendation of three postnatal 
visits within 14 days of birth. Regarding critical danger 
signs, AMWs were more knowledgeable about newborn 
(77%) compared with antenatal (58%) and birth and 
postnatal critical danger signs (54%) (table 3). During 
the antenatal period, vaginal bleeding, convulsions/fits 
and severe headache with blurred vision were the most 
frequently reported critical danger signs. During child-
birth and postpartum, the most commonly reported 
danger signs were bleeding, placenta not expelled 1 hour 
after birth of the baby and convulsions/fits. Severe 
abdominal pain, fast and difficult breathing, fever and too 
weak to get out of bed were the least reported. Although 
knowing all 20 critical danger signs is an expected AMW 
competency, only 8% of participants knew 80% or more 
of these danger signs and only 34% of participants knew 
at least half of the critical danger signs in each category.
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Table 3 Knowledge of critical danger signs* for pregnancy, birth, postpartum and newborn care among participating auxiliary 
midwives (AMWs)
Knowledge of critical danger signs n (n=262) Per cent 
Pregnancy (six items)
Vaginal bleeding 214 81.6
Convulsion/fits 152 58.0
Severe headache with blurred vision 152 58.0
Fever and too weak to get out of bed 134 51.2
Severe abdominal pain 62 23.7
Fast and difficult breathing 63 24.1
Knowing three or more critical danger signs during pregnancy 151 57.6
Childbirth and postpartum (eight items)
Not in labour within 6 hours of water breaking 141 53.8
Labour pain (contractions) continue for more than 12 hours 105 40.1
Heavy bleeding after childbirth (pad/cloth soaked in less than 5 min) 116 44.3
Bleeding increases 189 72.1
Placenta not expelled 1 hour after the birth of the baby (retained placenta) 152 58.0
Convulsion/fits 156 59.5
Fast and difficulty breathing 51 19.5
Fever and too weak to get out of bed 52 19.9
Knowing four or more critical danger signs during birth and postpartum 142 54.2
Newborn (six items)
Difficult breathing (over 60/min or less than 30/min) 183 69.9
Fits or convulsions 156 59.5
Fever 161 61.5
Feels cold (cold body temperature) 117 44.7
Bleeding from umbilicus or pus and redness around the umbilicus 202 77.1
Poor or no response to breast feeding 172 65.7
Knowing three or more critical danger signs in newborns 202 77.1
AMWs who showed consistent high knowledge of critical danger signs (at 
least three danger signs in antenatal and four in childbirth and postpartum 
and three in new born periods)
89 34.0
*As defined in the 2015 Myanmar AMW manual.
safe childbirth and immediate newborn care practices
The main tasks of AMWs are to perform normal deliveries 
and to identify and refer high-risk pregnancies and women 
and newborn showing danger signs to the nearest health 
facility. On average, AMWs in this study provided antenatal 
services to four pregnant women, childbirth services to two 
women and postnatal services to four women in the past 
6 months. Although labour monitoring using partograph 
was included in the AMW manual and is widely recom-
mended as an important tool for the management of 
labour, only one respondent answered ‘yes’ to ever using a 
partograph. In this study, 84% of AMWs reported normally 
using a clean birth kit (table 4). Eighty two per cent of 
AMWs self-reported of conducting AMTSL. However, only 
41% of AMWs reported providing misoprostol after birth 
to prevent postpartum haemorrhage. Among those who 
used misoprostol, 75% used two tablets and 25% used only 
one tablet (compared with the recommended three tablet 
dosage). Only 31% of AMWs followed all four immediate 
newborn care practices for a normal birth. All six prac-
tices of safe childbirth and immediate newborn care were 
conducted by only 74 (28%) of AMWs in the study (table 4).
determinants of high knowledge of critical danger signs
Using multiple logistic regression analysis and after 
adjusting for confounders, variables that were strongly asso-
ciated with high knowledge of critical danger signs were age 
35 years and over, receiving refresher training within 1 year 
and adequate supervision. AMWs that are older (35 years 
and over) were 2.19 times more likely to have higher knowl-
edge of critical danger signs compared with AMWs aged less 
than 35 years (p=0.054). AMWs who had received refresher 
training within 1 year were 2.20 times more likely to have 
better knowledge of the critical danger signs than those who 
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Table 4 Proportion of auxiliary midwives (AMWs) reporting specified childbirth and newborn care practices
Reported practices n Percentage
Childbirth practices (two items)
Use a clean birth kit 219 83.6
Perform Active Management of Third Stage of Labour 216 82.4
Performing both practices for clean and safe childbirth 209 79.8
Immediate new born care practices (four items)
Warming (wrapping the baby to keep warm) 222 84.7
Breast feeding at once (immediately) 181 69.1
Clean cord care 152 58.0
Wipe nose, mouth of newborn with clean cloth or gauze 191 72.8
Performing all the immediate new born care practices 81 30.9
AMWs who reported practising six safe and clean childbirth and 
immediate new born care practices
74 28.2
had received no training within the previous year (p=0.010). 
AMWs who reported adequate supervision were 5.04 times 
more likely to have higher knowledge of the critical danger 
signs compared with those who did not receive adequate 
supervision (p<0.001) (table 5).
determinants of safe childbirth and immediate newborn 
care practices
Multiple logistic regression reveals that having high 
knowledge of critical danger signs and reported adequate 
supervision were positively associated with practicing clean 
and safe childbirth and immediate newborn care (table 6). 
AMWs with high knowledge of the critical danger signs 
were 2.81 times more likely to practice safe childbirth and 
immediate newborn care compared with those who had low 
knowledge (p=0.001). AMWs who reported that they had 
adequate supervision were 3.18 times more likely to practice 
safe childbirth and immediate newborn care compared with 
those who reported that they had no adequate supervision 
(p=0.001). AMWs with above secondary level of education 
were 56% less likely to practice of safe childbirth and imme-
diate newborn care practices compared with those without 
secondary level of education and below. (p=0.019).
dIscussIons
The knowledge and practices of community health 
workers are important indicators of the quality of care 
provided by this cadre of health workers. The present 
study examined AMWs’ knowledge of critical danger 
signs during pregnancy, childbirth, postpartum and the 
immediate newborn care period. Recognising critical 
danger signs is an essential prerequisite to timely referral 
of women and newborns to life-saving interventions. Our 
study revealed low knowledge of critical danger signs 
among AMWs in the study area. This finding is consistent 
with the findings of a previous study of AMWs’ general 
knowledge including danger signs in four townships of 
Kyaukse, Myanmar13 and is concerning.
In the present study, AMWs with higher age (≥35 years) 
were more than twice as likely to be knowledgeable about 
critical danger signs compared with the younger age 
group. However, age was not associated with practice of 
care. A similar study of female community health workers 
in rural Nepal also found that women who were older had 
better knowledge of maternal and child health services.18 
Our findings suggest that knowledge comes with expe-
rience and that the training needs to be strengthen to 
ensure that those newly engaged in the AMW work are 
appropriately knowledgeable.
Level of formal education was not associated with AMW 
knowledge in our study, but was inversely associated with 
provision of practice of care. We found that AMWs with 
higher than secondary level of education were less likely 
to report safe childbirth and immediate newborn care 
practices than those with lower education levels. This 
could be due to the fact that AMWs with better education 
are more likely to be involved in other jobs with better 
financial incentives compared with those AMWs who are 
less educated. Similar findings have been reported by a 
previous study on AMW performance in Myanmar, which 
showed that high education level was negatively associated 
with good performance.19Training is a major determinant 
of knowledge and practice by community health workers 
globally.20 In the present study, receiving refresher training 
within 1 year was strongly associated with knowledge of 
critical danger signs. As some of the AMWs in the study 
conduct deliveries rarely, and to maintain good knowl-
edge refresher trainings are important. The apparent 
success of more recent training (which was based on the 
new AMW manual) suggests that refresher trainings need 
to be extended to all AMWs. However, the overall low 
level of knowledge, even among recently trained AMWs 
calls for improved AMW training and support relating to 
the identification of danger signs. In the current AMW 
manual, extensive information covering a wide range of 
health topics may result in insufficient emphasis being 
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Table 5 Determinants of consistent high knowledge of critical danger signs among 262 enrolled auxiliary midwives (AMWs) 
Variables
Proportion with consistent 








  Hard-to-reach 13/48 (27.1) 1.00 1.00 0.84
  Non-hard-to-reach 76/214 (35.5) 1.48 (0.74 to 2.98) 1.08 (0.50 to 2.34)
Age
  <35 years 53/174 (30.5) 1.00 1.00 0.054
  ≥35 years 36/88 (40.9) 1.58 (0.92 to 2.71) 2.19 (0.99 to 4.87)
Education
  Secondary and below 35/109 (32.1) 1.00 1.00 0.76
  Above secondary 54/153 (35.3) 1.15 (0.68 to 1.94) 1.10 (0.59 to 2.08)
Marital status
  Single 42/132 (31.8) 1.00 1.00 0.84
  Married 47/130 (36.2) 1.21 (0.73 to 2.03) 1.06 (0.57 to 2.02)
Number of years working as an AMW
  <10 years 41/134 (30.6) 1.00 1.00 0.27
  ≥10 years 48/128 (37.5) 1.36 (0.81 to 2.28) 0.61 (0.25 to 1.46)
Any other job apart from AMW work
  AMW only 52/148 (35.1) 1.00 1.00 0.20
  Additional job 37/114 (32.5) 0.89 (0.53 to 1.49) 0.68 (0.39 to 1.21)
Training and supervision characteristics
Refresher training
  No or 1 year and more 33/125 (26.4) 1.00 1.00 0.010
  Less than 1 year 56/137 (40.9) 1.93 (1.13 to 3.28) 2.20 (1.21 to 4.01)
Adequate supervision
  Not adequate 1.00 1.00 1.00 <0.001
  Adequate 67/138 (48.6) 4.38 (2.39 to 7.99) 5.04 (2.74 to 9.29)
Bold indicates satistical significance.
placed on the more important topics, such as danger 
signs. Information such as using a partograph to assess 
the progress of labour is included, despite only 1 out of 
262 participants in our study reporting having ever used 
a partograph. In terms of the training, the right content 
and appropriate methodology that suits the trainees is an 
important factor to be taken into consideration.21 There-
fore, curriculum for training AMWs needs to be revisited 
and revised to prioritise the most relevant and practical 
information needed by AMWs.
Supervision is recognised internationally and in 
Myanmar as important for maintaining or increasing the 
community health workers’ performance and quality of 
care. Previous studies illustrate that both the frequency 
of visits and the satisfaction of supervisee are important 
elements of effective supervision.1 20 22 Our study findings 
show that supervision is a consistent determinant of both 
knowledge and practice. AMWs who reported adequate 
supervision were five times more likely to have higher 
knowledge on critical danger signs and three times more 
likely to provide safe childbirth and immediate newborn 
care practices. To accelerate effective supervision, mech-
anisms for frequent, quality supervision need to be 
incorporated into AMW training packages. Although 
many studies note that supervision is essential, AMWs 
supervision in Myanmar is low.11 13
A systematic review done by Hill et al in 2014 found that 
supportive supervision given by formal health workers 
motivates community health workers, while also building 
trust and confidence between the two workers.22 Similar 
opportunities to build trust and confidence exist in 
Myanmar as supervision of AMWs is largely conducted by 
midwives in the local rural health centre. Although our 
study was limited to supervision by the immediate super-
vising midwife, supervision by other level of healthcare 
workers and community members has been effective in 
other settings22–24 and should be explored in the Myanmar 
context.
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Table 6 Determinants of  safe childbirth and immediate new born care practices of 262 auxiliary midwives (AMWs) 
enrolled in the study
Variables
Proportion of AMWs with 
all six practices of safe and 
clean childbirth and new 







  Hard-to-reach 10/48 (20.8) 1.00 1.00 0.67
  Non-hard-to-reach 64/214 (29.9) 1.62 (0.76 to 3.46) 1.20 (0.51 to 2.82)
Age
  <35 years 47/174 (27.0) 1.00 1.00 0.72
  ≥35 years 27/88 (30.7) 1.20 (0.68 to 2.10) 1.16 (0.50 to 2.68)
Education
  Secondary and below 38/109 (34.9) 1.00 1.00 0.019
  Above secondary 36/153 (23.5) 0.57 (0.33 to 0.99) 0.44 (0.23 to 0.88)
Marital status
  Single 39/132 (29.6) 1.00 1.00 0.24
  Married 35/130 (26.9) 0.88 (0.51 to 1.51) 0.66 (0.33 to 1.32)
Number of years working as an AMW
  <10 years 34/134 (25.4) 1.00 1.00 0.79
  ≥10 years 40/128 (31.3) 1.33 (0.78 to 2.30) 0.88 (0.35 to 2.24)
Any other job apart from AMW work
  AMW only 36/148 (24.3) 1.00 1.00 0.17
  Additional job 38/114 (33.3) 1.56 (0.90 to 2.68) 1.53 (0.84 to 2.78)
Training and supervision characteristics
Refresher training
  No or 1 year and more 33/125 (26.4) 1.00 1.00 0.50
  Less than 1 year 41/137 (29.9) 1.19 (0.69 to 2.05) 1.25 (0.66 to 2.37)
Adequate supervision
  Not adequate 17/124 (13.7) 1.00 1.00 0.001
  Adequate 57/138 (41.3) 4.43 (2.32 to 8.45) 3.18 (1.62 to 6.24)
Knowledge of critical danger signs
Consistent high knowledge of critical danger signs
  No 33/173 (19.1) 1.00 1.00 0.001
  Yes 41/89 (46.1) 3.62 (2.01 to 6.52) 2.81 (1.50 to 5.26)
The 2006 Lancet series on maternal survival emphasised 
that the effectiveness of lay health workers programmes 
depend on comprehensive training, considerable super-
vision and logistical input,25 along with good planning. It 
is also well evident that community level health worker 
programmes are not stand-alone initiatives, and all effort 
within the health system must be involved to strengthen 
the knowledge and skills of AMWs who are the frontline 
workers of the hard-to-reach rural areas with innovative 
and effective training and supervision packages.
There are a number of limitations to the present study. 
Practices of AMWs were based on self-reported practices 
rather than actual observed performance, and over-re-
porting can be a problem with this approach. Our finding 
of low knowledge and poor practices may therefore still 
be an underestimate of the size of the problem. As a 
cross-sectional study, the study is not able to determine 
cause–effect relationships. Creating composite variables 
for analysis may impose misclassification bias and find-
ings should be interpreted with caution. Despite these 
limitations, results revealed that adequate supervision 
and regular refresher trainings are strongly correlated 
with AMW knowledge and practice relating to safe child-
birth practices and knowledge. These findings suggest 
that greater investment in training and supervision is 
warranted.
Myanmar, a country in transition, with a fragile and 
weak health system, has chosen the path of training 
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AMWs in response to national shortages in human 
resources for health. This policy is in line with WHO's 
task-shifting recommendations that advocate for training 
and supporting lay health workers to perform specified 
tasks often performed by higher-level health cadres in 
order to improve access to care for hard-to-reach commu-
nities.8 However, our study finds that AMWs currently 
report low levels of knowledge regarding critical danger 
signs and poor practices relating to safe childbirth and 
immediate newborn care. Our findings underscore the 
need for comprehensive, skill-based training module with 
close supervision and support mechanism in order to 
improve the knowledge and skills of AMWs in Myanmar 
before future task shifting.
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Abstract
Background: An estimated 282 women die for every 100,000 live births in Myanmar, most due to preventable
causes. Auxiliary Midwives (AMWs) in Myanmar are responsible for providing a package of care during pregnancy
and childbirth to women in rural hard to reach areas where skilled birth attendants (Midwives) are not accessible.
This study aims to examine the role of AMWs in Myanmar and to assess the current practices of three proposed
essential maternal interventions (oral supplement distribution to pregnant women; administration of misoprostol to
prevent postpartum haemorrhage; management of puerperal sepsis with oral antibiotics) in order to facilitate a
formal integration of these tasks to AMWs in Myanmar.
Methods: A mixed methods study was conducted in Magwe Region, Myanmar involving a survey of 262 AMWs,
complemented by 15 focus group discussions with midwives (MWs), AMWs, mothers and community members,
and 10 key informant interviews with health care providers at different levels within the health care system.
Results: According to current government policy, AMWs are responsible for identifying pregnant women,
screening for danger signs and facilitating early referral, provision of counselling on nutrition and birth
preparedness for women in hard-to-reach areas. AMWs also assist at normal deliveries and help MWs provide
immunization services. In practice, they also provide oral supplements to pregnant women (84%), provide
antibiotics to mothers during the puerperium (43%), and provide misoprostol to prevent postpartum haemorrhage
(41%). The current practices of AMWs demonstrate the potential for task shifting on selected essential maternal
interventions. However, to integrate these interventions into formal practice they must be complemented with
appropriate training, clear guidelines on drug use, systematic recording and reporting, supportive monitoring and
supervision and a clear political commitment towards task shifting.
Conclusion: With the current national government’s commitment towards one AMW in one village, this study
highlights the potential for shifting specific maternal lifesaving tasks to AMWs.
Keywords: Auxiliary midwives, Maternal health, Task shifting, Mixed methods study, Myanmar
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Health workforce shortages are a major contributor to ma-
ternal and newborn morbidity and mortality. [1] According
to the 2014 census, Myanmar’s maternal mortality ratio was
282 per 100,000 live births with wide variation between
urban and rural areas [2]. In Myanmar, there are 14 health
care providers per 10,000 persons with the necessary midwif-
ery skills (doctors, nurses and midwives) [3]. This is well
below the World Health Organization (WHO) recommen-
dation of at least 23 per 10,000 to achieve 80% coverage for
skilled health care worker attendance during deliveries [3, 4].
To address the gap in human resources for health, task
shifting has been identified as a promising strategy by
WHO to optimize health worker roles to improve access to
key maternal and newborn interventions. Task shifting “is a
process whereby specific tasks are moved, where appropri-
ate, to health workers with shorter training and fewer quali-
fications” [1, 5]. Globally, auxiliary health workers such as
Myanmar’s Auxiliary Midwives (AMWs) are increasingly
becoming providers of health services in low and middle
income countries and the services they provide have
reduced childhood undernutrition, expanded access to
family-planning services and improved maternal and child
health [6, 7].
In Myanmar, midwives (MWs) are the primary level
health workers within the government health system
providing maternal and child health care at the com-
munity level. However, MWs are not able to cover all
rural villages, where 70% of the population resides
[8]. To support MWs to care for mothers and chil-
dren in hard to reach areas, AMWs are trained and
organized by the government [9, 10]. AMWs are
unpaid voluntary health workers and have been the
largest community level frontline workers serving the
mothers and children in rural remote villages since
the program commenced in 1978 [11].
The Myanmar Ministry of Health and Sports is in the
process of developing an essential package of health ser-
vices for townships (basic health care infrastructure) that
will be covered under universal health coverage. With the
commitment of the Myanmar’s government to investing
in rural development and the health workforce skill mix, a
policy was developed in 2013 of having an AMW in every
village of Myanmar [3, 9]. Nationally, there are currently
over 30,000 AMWs serving the country, which has a
population of around 51.4 million [9, 12].
According to the WHO task-shifting recommenda-
tions, the competencies of auxiliary nurse midwife/auxil-
iary midwife should encompass 10 tasks as outlined in
Table 1. Although the definition which includes second-
ary level of education and a period of on-the-job training
for AMWs is similar to WHO’s, AMWs in Myanmar are
allowed to conduct only three of the identified tasks.
Tasks which involve injection practices are proscribed
for AMWs by Ministry of Health and Sports [13].
Within the allowable competencies, three maternal
interventions [oral supplementation to pregnant women,
oral antibiotics to treat puerperal sepsis, providing
misoprostol for prevention of postpartum haemorrhage
(PPH)]were identified for future task shifting by
stakeholders (health administrators, policymakers, Non-
Government Organizations, professional associations,
Table 1 Comparison of the competencies of Auxiliary Midwives in Myanmar with the assumed competencies of Auxiliary Nurse
Midwives according to WHO recommendation






Potential competency for Auxiliary Midwives
Promotion of maternal, newborn and reproductive health interventions √ √
Oxytocin administration to prevent and treat PPH – standard syringe/ CPAD Χ Not allowed due to strict restriction on injection
Misoprostol administration to prevent PPH Χ Possible
Misoprostol administration to treat PPH Χ After the preventions dose must refer the patient
immediately to hospital
Oral supplement distribution to pregnant women Χ Possible
Low dose aspirin distribution to pregnant women at high risk of
pre-eclampsia/eclampsia
Χ After detection of high blood pressure must referred
pregnant mothers to the MWs for further care
Continuous support for women during labour, in the presence of a skilled
birth attendant
√ √
Puerperal sepsis management with oral antibiotics Χ Possible
Puerperal sepsis management with intramuscular antibiotics – CPAD Χ Not allowed due to strict restriction on injection
Maternal intrapartum care (including labour monitoring, e.g. using a
partograph; foetal heart rate monitoring by auscultation; decision to transfer
for poor progress; delivery of the baby)
√ √
*ANM Auxiliary Nurse Midwives, PPH Postpartum haemorrhage, CPAD compact pre-filled auto-disable device, WHO World Health Organization [Table adapted from
the GREAT guideline implementation report for Myanmar, 2014]
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frontline healthcare providers and researchers) in-
volved in the GREAT (Guideline-driven, Research pri-
orities, Evidence synthesis, Application of evidence,
and Transfer of knowledge) network research activity
which was carried out in 2014 [14].
However, prior to adding selected tasks to the current
work role of AMWs it is important to investigate the
current context and understand the practices and per-
ception of the community level actors. The objective of
this study is to examine the role of AMWs in Myanmar
and to assess the current practices of the three proposed
interventions which are not allowed in written policy for
the AMWs. We focus on a hard-to-reach area and assess
the feasibility of formally integrating these three tasks
within AMWs work practices to optimizing their role
for maternal health care.
Methods
Study setting
Myanmar has critical resource constraints and faces a
major gap in access to, and coverage of, health services
in many regions of the country. Magwe region in central
Myanmar with a population of 3.9 million was purpos-
ively selected based on its highest reported national ma-
ternal mortality ratio (344 per 100,000 live births) [2].
The region contains a number of hard-to-reach popula-
tions and in rural remote areas; most births take place at
home. Three townships in Magwe region (Gangaw,
Ngape and Seitphyu) were selected for the quantitative
survey to represent the geographical diversity of the re-
gion and Ngape township was chosen for the qualitative
study as the township has a high rate of births with
AMWs compared to other townships in the region.
Study methodology
A mixed methods study design was applied and two pre-
vious publications have also reported on the qualitative
and quantitative methodology separately [15, 16]. For
the qualitative data collection, focus group discussions
(FGDs) and key informant interviews (KIIs) were con-
ducted using an interview guide to explore the role of
AMWs, attitudes and perception towards AMWs, ex-
pectation of the services provided by AMWs and task
shifting possibilities. A review of the current manual and
micro plan (national plan with detail calculation of how
many AMWs would be needed in each state and div-
ision, how much cost is needed to train each AMW) for
AMWs was conducted. Subsequently, a cross sectional
survey of AMWs was carried out using an interviewer
administered pre-tested questionnaire, which included
the practice of antenatal, birth, postnatal and newborn
care practices of AMWs. Results relating to determi-
nants of knowledge of critical danger signs and practices
around the time of child birth have been reported in a
separate article in which practice of Misoprostol has
been mentioned in brief already [16].
Sampling and recruitment
Purposive sampling was used to collect the qualitative
data. A total of ten key informants (three national, two
district and three township level health planners and
implementers, and two from the Three Millennium
Development Goal Fund (3MDG) who were involved in
maternal and child health program implementation)
were interviewed. Fifteen FGDs (two with MWs, five
with AMWs, four with community members and four
with mothers with children under the age of 3 years)
were conducted.
For the quantitative survey, a list of practicing AMWs
was obtained from the township health departments and
checked through discussions with the township medical
officers. All practicing AMWs in the three townships
were contacted for interviews.
All the interviews were conducted in Myanmar
language after obtaining written informed consent in-
cluding an explanation of the study objectives and the
intended use of information. Participation was volun-
tary. Interviews were conducted at a convenient loca-
tion and the participants were reimbursed with the
actual cost of travel to the place of interview and
provided a daily allowance to cover meal costs (3000
kyats, equivalent to US$2.5). Confidentiality was
maintained throughout the study. Four research assis-
tants led by an experienced researcher conducted the
interviews after a three-day training of the research
methods and the study objectives. Data collection was
done from July 2015 to June 2016.
Data management and analysis
Quantitative data were checked for consistency and
double data entry was done using the software Epi Data
version 3.1. Data were analysed using STATA version
13.1. Binary and categorical variables were summarized
by proportions and tabulations. For the qualitative data,
all the transcripts were read and reread by the principle
author in Myanmar language and all the translated ver-
sions of the transcripts were read and reread by the
other coders. Transcripts of FGDs were translated into
English before coding, while remaining data were coded
in Myanmar language using ATLAS ti software. Two
data coders coded the transcripts. Reliability coding was
set at 80% agreement and the inter-coder reliability was
found to be over 80%. The analysis was both inductive
and deductive and relevant themes were categorized
under the three main themes: perception of the role of
AMWs, potential for task shifting responsibility and
feasibility of integrating new interventions into the
current health system. Quotations were used to support
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the study findings and to enhance understanding of the
local context. Data integration and triangulation was
done at the interpretation phase of the study using both
quantitative and qualitative data.
Results
Background characteristics of respondents
A total of 123 people participated in ten key informant
interviews and 15 focus group discussions, comprising
15 MWs, 33 AMWs, 29 mothers and 36 community
members. The FGDs comprised of 44 (35 women and 9
men) from the hard to reach villages and 69 (61 women
and 8 men) from the non-hard to reach villages.
A total of 262 AMWs participated in the quantitative
questionnaire survey out of 308 invited to participate
(85%). Reasons for non-participation included having a
young child at home and poor weather preventing travel.
In the very hard to reach villages, 77% of the invited
AMWs participated. The majority (82%) of AMWs lived
in the villages where they were born (native village). The
mean age of AMWs was 32 years and mean duration of
working as an AMW was 10 years.
AMWs current role and responsibility
A review of the current AMWs manual [13] showed
that AMWs were mainly responsible to identify preg-
nant women and make sure that the women are con-
nected with the MWs for four antenatal check-ups
including two tetanus toxoid injections. Their main
responsibility during pregnancy is to counsel women
on healthy eating, danger signs during pregnancy
birth preparedness counselling, and early initiation of
breast feeding. They are allowed to conduct normal
home deliveries, postnatal care and newborn care.
They are expected to detect danger signs and
promote early referral of women to the MWs, giving
first aid care before referral. AMWs conduct health
education sessions to the community on nutrition
and other locally endemic diseases. Currently they are
not allowed to prescribe any medication to pregnant
women. They are also responsible for recording and
reporting of pregnant women and other cases of dis-
ease to the local health authorities (see Table 2).
Perception of the role of AMWs
The perception of AMWs by the community and
health care providers was positive in the study town-
ship and they were considered as the main mediators
between the community and health care system. All
levels of key informants stated that AMWs are es-
sential health care providers serving the community
with not only maternal and child health care but
also with other health related activities including dis-
ease control and environmental sanitation. Health
care providers also mentioned that without the exist-
ence of AMWs in hard-to-reach areas where MWs
are unavailable, the mothers and children would be
in the hands of traditional birth attendants and
quacks. MWs in the focus group discussions stated
that AMWs were a real helping hand for them
because they were able to identify pregnant women
in the villages and were able to understand the so-
cial background and local language of the women in
their care.
“If they (AMW) do not exist, patients do not have
anyone to rely on especially in the hilly villages. You
see when a mother gets in trouble during her
pregnancy and if AMWs do not exist and we are out
of town, there will be lots of problems” (MW FGD
hard-to-reach)
Mothers in the FGDs mentioned that AMWs were the
first health care provider they notified of their pregnancy as
she is always available. Regular home visits and counselling
by AMWs also enhanced the early identification of at risk
pregnancies and timely referral. AMWs were also consid-
ered as community mobilizers for immunization who make
Table 2 Role and responsibilities of Auxiliary Midwife
• Expected to identify pregnant mothers as early as possible and give
antenatal care within their agreed authority, ideally aiming for at
least four antenatal consultations. (AMW need to refer all registered
pregnant women routinely as well as when showing danger signs
and necessary must refer a pregnant mother (between 20 weeks
and 35 weeks gestation) to the rural health centre for necessary
investigation and if needed must accompanied the pregnant
mother for emergency referral to the hospital)
• AMW should provide health education to pregnant and lactating
women to promote healthy eating and prevention of locally
endemic diseases to the community in the village.
• To encourage all pregnant mother to prepare thoroughly for
delivery with a comprehensive birth plan
• AMW conducts home deliveries, postnatal care and new born care.
Must be able to refer high risk cases of mothers and the newborns
defined in the AMW manual to the hospital in timely manner
• AMW should provide support to infants through education to
mothers on breast feeding practices such as exclusive breast feeding
(for 6 months) and start of supplementary feeding at the age of
6 months.
• Monitor the growth and nutritional status of infants and under five
children on a regular basis
• Must provide first aid care in the capacity of her skill and must be
able to refer needed cases to the hospital
• Must report unusual diseases to the authority and must record the
cases
• Must help and provide assistance to Basic Health Staff in carrying
out reproductive health activities.
*AMW = Auxiliary Midwife; [Translated from a Burmese version of Micro plan
for auxiliary midwives (2013-2016): Department of Health - Ministry of Health
Myanmar, 2013]
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an inclusive list of who is to be immunized. In the hard to
reach areas, MWs rely on the AMWs.
“Well….when they find out new pregnant women, they
tell us, I give the pregnant woman antenatal care.
They can tell us immediately because they are always
around in the village regularly, so, they can get
information easily and quickly. They help us when we
do health talk sessions and measure babies’ weight.
Moreover, they call anyone who needs to receive
service and they make sure no one misses.” (MW FGD
non hard-to-reach)
AMWs also conduct normal deliveries in villages
where MWs are not present. They are also willing to as-
sist MWs when they conduct deliveries. Post-natal care
and psychological support are usually given by AMWs
and appreciated by women and their families. AMWs
mentioned that serving the community and assisting
women in delivery was satisfying. Although they men-
tioned their role as important, they also expressed their
difficulty and devastation of being a voluntary worker
without any incentives and payment.
“We are a common slave for the villagers and the
health staff. We don’t have days and nights and
whenever there is an emergency they (villagers and
health care providers) remember to call us. Sometime
we had to come with our own expanse and eat from
out of pocket. No one pays us a penny” (AMW FGD
hard-to-reach)
Potential for task shifting responsibilities
MWs in the study mentioned that they had shared some
of their practices with AMWs. The main activities MWs
shared to AMWs were providing pregnant women with
vitamin supplementation (ferrous sulphate, folic acid,
vitamin B1 and vitamin A); providing misoprostol for
prevention of PPH; and giving antibiotics such as metro-
nidazole and amoxicillin to treat fever and puerperal
sepsis. However, all these activities were done on an ad
hoc basis with no regulatory processes. MWs mentioned
that these task shifting activities were done due to con-
ditional circumstances and the needs of the community.
Geographical distance and the relationship between the
AMWs and the MWs were articulated as reasons for
task shifting. AMWs that live geographically far away
and have a better relationship with the MWs were more
likely to be distributing drugs to pregnant mothers com-
pared to those who lived close and were not in a good
relationship.
“For those AMWs in far mountain villages who listen
to us, we teach them how to use and what amount
should be given for what kind of drugs. We tell them
how much should be given for adult and for children.
We thoroughly tell them” (MW FGD hard-to-reach)
Quantitative findings also showed that AMWs were
providing the three proposed interventions in prac-
tice: oral supplementation (84%), oral antibiotics to
treat puerperal sepsis (43%) and misoprostol to pre-
vent postpartum haemorrhage (41%). It was observed
that oral supplementation was the most commonly
performed task. This was explained in the qualitative
findings by AMWs that oral supplementations were
more freely available compared to the antibiotics and
misoprostol. Health care providers mentioned that,
ferrous sulphate, folic acid and vitamin B1 and A
were regularly supplied by the government. AMWs in
the FGD described,
“MW usually asks the number of pregnant women. We
provide the number and MW gives the medicine
(Ferrous sulphate and folic acid) monthly”
The use of antibiotics for various purposes such as
fever, flu and cough was a common practice by both
the AMWs and the MWs. The most widely used anti-
biotics during the puerperal period were amoxicillin
and metronidazole. Further exploration was made re-
garding the dosage of use, and it was mentioned that
AMWs were instructed by the MWs to give an adult
a dose of 500 mg 3 times per day for amoxicillin and
200 mg 3 times per day for 3 to 5 days for metro-
nidazole. Some MWs mentioned that they use their
mobile phones to instruct AMWs on how to treat.
The main sources of the drugs were from the MWs
and local drug shops. AMWs in the study mentioned
that antibiotics can be freely purchased from the local
drug stores without need for prescription. A few
AMWs in the FGDs mentioned that,
“we usually buy the drugs from the drug store in town
and sometime MWs share their drugs if they get a lot
from the township” (AMW FGD hard-to-reach)
Township level health care providers said that the use
of misoprostol to prevent postpartum haemorrhage was
introduced around 2012 in the study townships and
many of the MWs in the study articulated that they have
instructed and shared their misoprostol to AMWs espe-
cially those in hard to reach remote villages. The most
common dosage of misoprostol by AMWs was two tab-
lets (totalling 400 micrograms) immediately after the
birth of the baby. The detailed description of the percep-
tion and use of misoprostol by AMWs have been de-
scribed in an earlier paper [15].
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MWs mentioned that with thorough explanation and
guidance, they could assure that AMWs would be able
to distribute the drugs to mothers safely. AMWs were
also confident and willing to take on the assigned role if
it was given with proper training and guidance. The po-
tential feasibility of the task shifting activities from the
qualitative interviews is outlined in Table 3.
The attitude to task shifting was positive by all key in-
formants interviewed. Although many limited the scope
of services to oral drugs as most of the health care pro-
viders in the study knew that changing the injection
drug policy will not be easy and will take time. A district
level key informant stated
“As long as it is not an injection, I think any form of
oral drugs like vitamins and antibiotics will be ok.
However, we need to train them[AMWs] on how to use
the drugs with clear guidelines. Is life saving and it
can be given to them safely.”
Feasibility of integrating new interventions into the
current health system
Guidelines on use and availability of drugs
Key informants and MWs raised concerns regarding the
instructions and guidelines for use of drugs by AMWs.
They mentioned that there are no official guidelines and
instructions on use of drugs by either AMWs or MWs.
Since there are no guidelines, local townships practices
vary according to the availability of the drugs and infor-
mal instructions given by individual projects.
They also mentioned the availability and consistent
supply of drugs required for task shifting. Currently,
there is ample supply of drugs due to the government
supply in 2015 and the 3MDG program, however MWs
stated that regular and consistent supply of drugs will be
needed for sustainability and effective task shifting. For
the AMWs, the supply of drugs [such as ferrous
sulphate, folic acid, B1, misoprostol and antibiotics
(amoxicillin and metronidazole)] was currently given by
the MWs but the supply is inconsistent. There is neither
systematic supply chain mechanism for the AMWs nor
any recording of drugs given which was articulated as a
barrier to potential task shifting.
“We (MWs) just give the drugs when we have it and
when we don’t we cannot give it, they (AMWs) also get
the drugs direct from the NGO working in the area,
sometime” (MW FGD non hard-to-reach)
Inconsistent MW availability
Key informants mentioned that task shifting of the pro-
posed interventions was feasible in places where there is
inconsistent availability of MWs. Although MWs are
assigned to hard to reach villages where there is a sub
rural health centre, they rarely live in the assigned vil-
lages due to transportation and socioeconomic difficul-
ties. This inconsistent MW availability was also
articulated by the mothers and community members in
the FGDs. In one hard to reach village the MW had
been absent throughout her assigned period. MWs also
expressed their difficulties of staying in hard to reach
villages due to challenging transportation, language
barriers, poor living conditions and cost of living.
“If you are not a native, the very first problem is
language. We can’t live because their life styles are not
the same….quite frankly, one who is not local will only
stay for 15 days in an assigned area while local stays
because the local one doesn’t need to return home”
(MW FGD hard-to-reach)
Supervision and monitoring issues
All levels of health care providers pointed out that
current supervision and monitoring systems for AMWs
were weak. Apart from MWs meeting with AMWs dur-
ing the monthly immunization sessions, there was no
regular planned supervision or monitoring visits. Lack of
support for travel was identified as the major barrier by
MWs for supervision. Some of the AMWs mentioned
that no government health staff had ever visited their
villages. Many of the MWs mentioned that although
they realize the importance of supervision and monitor-
ing, there is no support mechanism currently available
to solve the problem.
“No one from the health department has ever been to
my village because it is very far and it takes me about
9 hours to get here but for you it may take the whole
day” (AMW FGD hard-to-reach)
Training gaps
Many key informants and AMWs in the study talked
about the need for proper training if the new practices
were to be implemented as there is no standard guide-
line on how to use the drug and dosage in the current
training manual. Key informants also raised concerns re-
garding the current training materials and methods of
training stating they were too theoretical and that the
current AMWs’ manual resembles a text book rather
than a training curriculum. There is no Training of
trainers for AMWs at the national level. In regard to
training for potential task shifting interventions, respon-
dents emphasised practical training with hands on
exercises.
“For the AMW, we must have a specific curriculum for
the training and all the oral drugs usage needs to be
in the guideline, it should be standardized from the
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Department of Health Human Resource and Planning.
We need one trainer and trainee manual for the whole
country. It should not be project or funding based. It is
the responsibility of the health system to control the
trainings” (District level key informant)
Health system priorities
Maternal and child health has been given a high pri-
ority by the government in recent years. Key infor-
mants from the national and district level mentioned
that task shifting is a new word for them and that
there are policy level limitations and delays that may
be faced in introducing task shifting to AMWs. They
suggested that the AMW program reached its peak in
recent years due to political interest by the previous
government. However, with the changing political
landscape after the 2016 election, it is not clear if this
support will continue. They stated that evidence
based policy briefs will be necessary for the potential
task shifting interventions to move forward with in-
creasing awareness and interest. A national level key
informant said that,
“At the moment AMW trainings are continuing but I
think is not a priority anymore after the change of
government and there is no clear policy….MW
upgrading and curriculum development…. new Public
Health Supervisor 2 trainings…is all here and there”
Discussion
The findings from this study highlight that AMWs in
Myanmar are already demonstrating their capacity to
provide selected maternal health interventions. Despite
the absence of policy endorsement there is a local
acceptance by MWs who facilitate AMWs to provide
drugs to mothers in hard to reach areas. The current
role of AMWs, as intermediaries between the commu-
nity and the health system and their accepted place in
antenatal care, childbirth and postnatal care translates to
broad acceptability for giving oral medications to women
during pregnancy and at the time of child birth.
Another factor in favour of task shifting is the incon-
sistent availability of the MWs in geographically hard to
reach villages. Although the Ministry of Health and
Sports recognises that more MWs are needed, there are
still limitations to filling the gap [3]. Other studies have
also shown that skilled health care providers are not
available in the assigned health posts due to financial
and transport difficulties, socioeconomic hardship, avail-
able schooling and geographical location [17]. Generally,
AMWs in geographical locations where there are no
MWs and no support system were more in favour of
task shifting [15, 18]. Task shifting to alternative cadres
for maternal and child health has been emphasized as an
important strategy in countries where there is geograph-
ical inaccessibility and limited availability of skilled care
attendants [19–21].
Other country experiences demonstrate that adminis-
tration of medications by community based health
workers has reduced childhood and maternal morbidity
and mortality [22–24]. Trained community volunteers in
Nepal were able to provide misoprostol to women in the
community and uterotonic protection for deliveries rose
from 11.6% to 74.2% with largest gain to reach the poor,
the illiterate and women from remote areas [25]. A study
in Pakistan using Trained Traditional Birth Attendants
with monitoring supported by Lady Health Visitors and
Community Health Nurses, to administer 600 micro-
gram of misoprostol to women with postpartum haem-
orrhage has reduced maternal mortality by 24% [26].
However, these studies also recommended the import-
ance of training and supportive supervision as a neces-
sity in success [22, 25, 26].
In our study task shifting was already occurring in
the study townships. Although such informal task
shifting has been suggested as an initial path to task
shifting, informal task shifting without having an
explicit policy has raised concerns by health care
workers and policy makers regarding unclear role and
responsibilities of health workers [27–29]. Without
the protection of a formalized policy and guidelines
in practice, task shifting may pose a threat to the
safety and performance of AMWs.
In other reviews of task shifting programs recommen-
dations include conducting a detailed task analysis of
both the work of those to whom tasks will be shifted
and the work of those from who tasks will be relieved,
to ensure that the task shifting does not create a differ-
ent system bottlenecks [29, 30]. Although this study
reviewed the tasks provided by AMWs, the study was
limited to this cadre only without a comprehensive re-
view of tasks performed by MWs. A task analysis of
existing community level providers for maternal and
child health care is recommended for the effective im-
plementation of the task shifting interventions [30, 31].
Also task analysis provides the opportunity to revisit the
current voluntary status as the increasing complexity of
tasks expected of AMWs may not be consistent with a
voluntary status. Thus incentives and funding mechan-
ism for AMWs need to be considered in future policy
options.
Despite task shifting being a practicable option for hu-
man resource shortage, reports of concerns regarding
quality, safety and sustainability have been documented
from experiences of task shifting in HIV/AIDS in sub-
Saharan Africa [32, 33]. Lessons learnt from barriers and
enablers to effective implementation of the guidelines
has pointed out that without evidence-based health
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policies to support implementation along with health
system level factor readiness it will be hard to effectively
implement task shifting initiatives [34].
Although there is an AMW manual [13], many of the
health care providers in the study mentioned that no
training curriculum for both trainers and trainees re-
garding AMWs existed. Reviews have pointed out that
without appropriate training resources (curriculum,
trainers and training materials) and appropriate skills
building, task shifting may place the low level health
worker and their supervisors at risk of malpractice [31].
In eastern Myanmar, task shifting to promote basic
health service delivery among internally displaced people
in ethnic health program service areas showed success
through reorganizing and training the workforce with a
rigorous and up-to-date curriculum for the Ethnic health
organizations and community based health organizations
[35]. According to the new National Health Plan, the
government is committed to ongoing capacity building:
“Ensuring that all Voluntary Based Health Workers, in-
cluding CHWs and AMWs, are confident to take on the
duties assigned to them is critical to their effectiveness.
Sufficient skill-based training and consistent support
and supervision from Basic Health Staff will be required
– this requires resources to support and it needs to be
taken into account for the uptake and delivery of inter-
ventions” [36].
Strengths and limitations of the study
We employed a mixed method approach which
enriched the study in two ways. First, the qualitative
study helped us to understand the potential for task
shifting three interventions to AMWs from both
community and providers’ perspectives. The feasibility
of the tasks was confirmed by the quantitative study
where we documented the frequency with which these
tasks were already being performed by AMWs.
However, the study townships were purposefully se-
lected based on their hard-to-reach characteristics
and findings may not be representative of the per-
spectives of equivalent stakeholders in other regions,
limiting generalizability of our findings.
Conclusions
Our study brings light to the Myanmar context in con-
sidering the potential for training and task shifting the
oral administration of essential maternal interventions at
community level to AMWs. The necessary enabling
factors that are described above include supportive
supervision, clear drug usage guidance and procurement
and policy commitment to task shifting. As the Ministry
of Health and Sports is committed to increasing the
number of AMWs in every village of the country for
reaching equitable care to mothers and newborn,
optimizing the role of AMWs through task shifting ef-
fective interventions on maternal and child health
should be considered.
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Abstract
Background: In Myanmar, postpartum haemorrhage is the leading cause of maternal mortality and contributes to
around 30% of all maternal deaths. The World Health Organization recommends training and supporting auxiliary
midwives to administer oral misoprostol for prevention of postpartum haemorrhage in resource-limited settings.
However, use of misoprostol by auxiliary midwives has not formally been approved in Myanmar. Our study aimed
to explore community and provider perspectives on the roles of auxiliary midwives and community-level provision
of oral misoprostol by auxiliary midwives.
Methods: A qualitative inquiry was conducted in Ngape Township, Myanmar. A total of 15 focus group discussions
with midwives, auxiliary midwives, community members and mothers with children under the age of three were
conducted. Ten key informant interviews were performed with national, district and township level health planners
and implementers of maternal and child health services. All audio recordings were transcribed verbatim in Myanmar
language. Transcripts of focus group discussions were fully translated into English before coding, while key informants’
data were coded in Myanmar language. Thematic analysis was done using ATLAS.ti software.
Results: Home births are common and auxiliary midwives were perceived as an essential care provider during childbirth
in hard-to-reach areas. Main reasons provided were that auxiliary midwives are more accessible than midwives, live in the
hard-to-reach areas, and are integrated in the community and well connected with midwives. Auxiliary midwives
generally reported that their training involved instruction on active management of the third stage of labour, including
use of misoprostol, but not all auxiliary midwives reported using misoprostol in practice. Supportive reasons for task-
shifting administration of oral misoprostol to auxiliary midwives included discussions around the good relationship and
trust between auxiliary midwives and midwives, whereby midwives felt confident distributing misoprostol to auxiliary
midwives. However, the lack of clear government-level written permission to distribute the drug was perceived as a
barrier to task shifting.
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Conclusion: This study highlights the acceptability of misoprostol use by auxiliary midwives to prevent postpartum
haemorrhage, and findings suggest that it should be considered as a promising intervention for task shifting in
Myanmar.
Keywords: Maternal health, Community-based care, Oral misoprostol, Postpartum haemorrhage, Auxiliary midwives,
Task shifting, Qualitative inquiry, Myanmar
Background
Maternal mortality remains a major challenge to
health systems worldwide. Globally, there were an
estimated 303,000 maternal deaths in 2015 [1]. The
leading cause of maternal mortality in low-income
countries is postpartum haemorrhage, which is the
primary cause of nearly one fifth of all maternal
deaths worldwide [2]. Postpartum haemorrhage is
commonly defined as a blood loss of 500 ml or more
within 24 h after birth. In many cases, postpartum
haemorrhage after birth is preventable through use of
prophylactic uterotonics during the third stage of
labour with timely and appropriate care and manage-
ment [3].
In Myanmar, it is estimated that the maternal mortal-
ity ratio decreased from 360 to 200 per 100,000 live
births between 2000 and 2013 [1]. However, according
to a nationwide cause-specific maternal mortality survey,
postpartum haemorrhage remains responsible for an es-
timated 30% of all maternal deaths, making it the leading
cause of maternal mortality in the country [4]. Urgent
actions are being taken by the Government of Myanmar
to bring down the high rate of maternal mortality,
recognising the human resource shortage in hard-to-
reach areas as one of the main causes. Inadequate health
literacy in the community, being responsible for too
many women, and poor accessibility are some of the
challenges faced by skilled birth attendants assigned to
rural hard-to-reach areas [5]. One of the mechanisms
that the Ministry of Health has employed is to promote
the existence of auxiliary midwives (AMWs) with the
aim of “one AMW to be trained in every village” by
2016 [6]. AMWs are categorized as unpaid volunteer
health workers and have been part of the health system
since the late 1970s [7]. AMWs are mostly local women
with secondary level of education, who have been
selected and trained under the guidance of the Township
Health Department for three months in theory and three
months in practical skills related to antenatal care,
uncomplicated deliveries and postnatal care. The main
role of AMWs is to perform preventive care such as
counselling of mothers on safe motherhood and promot-
ing delivery with a skilled attendant. AMWs are to assist
midwives (MW), who are skilled birth attendants from
the formal health sector.
When a skilled birth attendant is available, the most
effective intervention for preventing postpartum haem-
orrhage is active management of third stage of labour
which includes administration of a uterotonic drug after
the birth of the baby, controlled cord traction, and uter-
ine massage. Active management of third stage of labour
using oxytocin injection as the preferred uterotonic is
current best practice for prevention of postpartum
haemorrhage [3, 8, 9]. However, the need for cold chain
storage and a skilled provider to administer an injection
hinders the distribution and usage of oxytocin in many
resource-limited settings, particularly in more remote
communities [10].
Misoprostol is an oral uterotonic drug suggested as a
substitute to oxytocin in low resource settings [11, 12].
As this drug does not require cold storage and can be
administered orally, it has been used and proven to be
effective when administered by community health
workers to prevent postpartum haemorrhage in several
countries [13–16]. Current World Health Organization
(WHO) task shifting guidelines specifically recommend
misoprostol use by AMWs in situations where there are
no skilled birth attendants and home births are common
[17]. In Myanmar, 70% of the population resides in rural
areas where home births are a common practice [18].
Although AMWs in Myanmar are categorized as
unskilled birth attendants, current training manuals in-
clude the topic on active management of the third stage
of labour with the use of misoprostol [19]. However, use
of uterotonics including misoprostol by AMWs remains
controversial due to concerns regarding the manage-
ment of possible side-effects such as fever and chills,
and the potential use of misoprostol to induce abortion.
This study aimed to explore community and provider
perspectives on the role of AMWs and explore
community-level provision of oral misoprostol by AMWs.
Methods
To understand the barriers and facilitators towards task
shifting of AMWs in Myanmar, we undertook a descrip-
tive mixed methods study. This paper reports on the
qualitative research component of the study.
The qualitative inquiry was conducted in Ngape
Township (an administrative subdivision of a district) in
Myanmar. Ngape Township was purposefully chosen
Than et al. BMC Pregnancy and Childbirth  (2017) 17:146 Page 2 of 10
257
APPENDIX A
because it is a hard-to-reach township, some 16 h driv-
ing from Yangon. Ngape Township has an estimated
population of 46,572 and has one township hospital, one
station hospital and three rural health centres.
The consolidated criteria for reporting qualitative re-
search (COREQ) checklist was used to report the meth-
odology and findings of the study [20].
The research team consisted of one experienced qualita-
tive researcher who moderated all interviews and focus
groups, and four research assistants involved in note-
taking and transcribing the audiotapes. Apart from one
research assistant, all were female. Two research assistants
were medical doctors and two were non-medical, all with
some level of experience in conducting in-depth inter-
views (IDIs) and focus group discussions (FGDs). The
research team participated in a three-day refresher train-
ing on the background and rationale of the study, its ob-
jectives, ethical considerations and on strengthening
certain qualitative research techniques more specifically.
The topics that were covered in the interviews and
focus groups were beliefs and practices around child-
birth, community preference of birth care provider, birth
place, role of provider in antenatal, childbirth and post-
partum care, beliefs and practices around postpartum
haemorrhage and other complications, relationship with
health care providers, perspectives towards AMWs, and
provider and community perspectives towards task shift-
ing of misoprostol to AMWs. Final interview guides are
available at Additional file 1. Pre-testing of the interview
and focus group guides was done in Thanlyin Township
(a semi-rural area in Yangon Division) to identify the na-
ture of the interview/focus group and the content of the
interview or focus group guide. From the pre-test, it was
learnt that conducting FGDs with the AMWs in the hos-
pital setting was not conducive to the discussions as they
were reluctant to talk about issues related to relation-
ships with health care providers and actual practices in
the community. Therefore, apart from the two FGDs with
the MWs, which were done in the township hospital, all
the other FGDs were done in community gathering places
of the respective villages and the office of an international
NGO in Ngape Township. All the individual interviews
were done in private places chosen by the interviewee,
and were mostly carried out in the offices of interviewees.
Five advocacy meetings were undertaken with the
district and township level authorities before data were
collected. A total of ten key informants (three national
level health planners, five district and township level
health planners and implementers, and two from the
Three Millennium Development Goal (3MDG) fund who
were involved in maternal and child health program im-
plementation) were conducted. Moreover, 15 FGDs (two
with MWs, five with AMWs, four with community mem-
bers and four with mothers of children under the age of
three years) were done from both hard-to-reach and non-
hard-to-reach areas as the main dimension for sampling.
Each FGD consisted of between five and twelve partici-
pants. The criteria for categorization of the hard-to-reach
and non-hard-to-reach villages are based on the geograph-
ical hard-to-reach definition used by the 3MDG
programme based on scores allocated for travelling time
to the nearest facility, mode of travel, transport charges
and roads affected by seasonal variation. A total of 12
points are given and villages scoring 0 to 3 are considered
as non-hard-to-reach, while 4 and above as hard-to-reach
villages [21].
As all the research team members were Myanmar
nationals, there were no language or cultural barriers.
The process of the research team members explaining
ethical procedures and permissions granted to the par-
ticipants during the first session created reluctance
among many participants in the beginning of the inter-
views and focus groups, as they saw the interviewers as
academic professionals, creating a power imbalance.
This was mitigated by first talking to them about their
personal backgrounds and demonstrating an interest in
their views regarding the topic, which took around five
to ten minutes. It is still acknowledged that responses
from participants may have been influenced by their per-
ception of the research team.
All the FGDs were audio recorded with written
informed consent from the participants. Three inter-
viewees refused to be audio recorded; all other IDIs were
audio recorded. Note taking was done for all the inter-
views and FGDs. All audio recordings were transcribed
verbatim in Myanmar language from the digital re-
corders by the note takers and checked against field
notes for consistency. The durations of the FGDs and
IDIs ranged from 30 min to 90 min with an average dur-
ation of 50 min. Data were collected until it was felt that
data saturation was obtained. During the data collection
process, daily discussions were made around the main
themes using a matrix in Myanmar language. These dis-
cussions afforded the opportunity to undertake prelimin-
ary interpretation of the data collected while it was still
fresh in the minds of the research staff. Before the actual
coding, all transcripts were read and reread by the prin-
cipal author in Myanmar language and all the translated
versions of the transcripts were read and reread by the
other coders. Transcripts of FGDs were fully translated
into English before coding, while remaining data were
coded in Myanmar language using ATLAS.ti software.
Two data coders coded the transcripts. Reliability coding
was set at 80% agreement and the inter-coder reliability
was found to be over 80%. This approach balanced the
differing views of the researchers in the study. During
the time of coding, any unclear information regarding
the transcripts and context was verified and clarified
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with the primary author who has knowledge of the con-
text. The primary coding structure was developed
around conceptual codes and sub-codes identifying the
key concepts and essential dimensions of the main topic
domains. In some of the topics the sub-code level went
down to three levels under the main topic. Relationship
codes were also found identifying links between other
concepts coded with the conceptual codes. Participant
characteristics (key informants, MWs, AMWs, mothers
and community members) were also considered during
the coding process. Before finalising the code structure,
the two researchers who coded the transcripts collabora-
tively reviewed the coding structure and agreed on the
final version. Main themes were pre-identified using the
focus group discussion and the individual interview
guides and emerging themes were also noted and dis-
cussed. Quotations are used to support the study find-
ings and to enhance understanding of the local context.
Results
Study participants
Data were collected over a 7-month period between
July 2015 and February 2016. Ten participating key
informants came from the national Department of
Health, and from district and township level health
departments involved in maternal and child health
planning and implementation (Table 1). District and
regional level health departments provide supervisory
and technical support to the township level and guide
the process of AMW recruitment, supervision, train-
ing and decision making towards AMW roles and
tasks. Township level health departments mainly
manage the township health system which is the
backbone of primary health care, provide comprehen-
sive health services at the local level and is predomin-
antly responsible for management of the AMW
activities [22]. Key informants had between five and
37 years of experience in the health service.
Fifteen MWs and 33 AMWs participated in two and
five FGDs respectively. Thirty-six community members
participated in the FGDs, 18 being male and 18 female.
Community members comprised of local people who are
knowledgeable about their village such as community
leaders, teachers, village health committee members and
elders.
Community attitudes and practices towards childbirth
Our inquiry identified that many women in the study town-
ship preferred a home birth. The main reasons for choosing
a home birth were family and community support given at
the time of childbirth. In hard-to-reach villages, a village
was still perceived as one large family with social and trad-
itional closeness to one another. It was perceived that dur-
ing childbirth, women who may or may not be a relative
are always there to lend a helping hand. Participants in the
study mentioned that giving birth surrounded by relatives
and neighbours provided them with strength and courage.
“ ….when we have labour pain we call: “Mom, sisters,
please come. I have pain.” We also call the neighbours.
I feel strong and they cheer me and help me shout”
(a woman with four children in FGD with mothers)
Another reason given in favour of home births was that
there is no one to look after the children or household if
mothers would leave the house. For a facility delivery, there
tended to be a need for an accompanying person to look
after the woman and at the same time someone to look
after her children at home. Someone to stay with the
children or take care of the household during the facility
delivery was hard to find, while for home deliveries women
can easily come and attend the delivery as they live near to
one another and can come when they have free time.
“…they prefer home deliveries…..most of the people live
in the farms and not in the village…..who will look after
their live stocks like pigs and chickens…who will look
after their children?”
(AMW from non hard-to-reach village during FGD
with AMWs)
Community members and providers in hard-to-reach
areas mentioned long distances and travelling time to
reach the nearest hospital as a barrier to facility births.
In these areas, traveling to the nearest hospital could
take over 6–10 h of walking before reaching a road
Table 1 Overview of study participants of the focus group discussions and in-depth interviews




Age range of participants
Auxiliary Midwives (AMWs) 5 33 19–52 years
Midwives (MWs) 2 15 24–55 years
Mothers with children under three years of age 4 29 21–37 years
Community members 4 36 21–60 years
Key informants – 10 31–67 years
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where transport needs to be arranged. Women in these
hard-to-reach areas were described by MWs as the hard-
est community groups to send to hospital when requir-
ing emergency care. Planned facility based deliveries for
high-risk women are recommended by the AMWs and
MWs. It was reported that many of the women who
lived near a facility were more willing to go for a facility
delivery, whereas women in hard-to-reach areas only go
to a health facility for complications and emergencies.
“I got labour pain and waited for about 1 day and 1
night hoping to deliver the baby at home. The TBA
[traditional birth attendant] didn’t know what was
happening. When examined by the AMW and didn’t
see the head of the baby as well. I was told I must go
to the hospital… So, I hired the car and went to the
hospital”
(a woman who had facility delivery from hard-to-reach
area in the FGD with mothers)
It was not only due to distance, but also due to the
costs associated with transport and hospitalization.
Women reported that the only reason to give birth at a
facility was in situations of a life-threatening emergency.
“I had to go to the hospital because my placenta
did not come out after the baby was born… I was
scared but the AMW said we must go… or it will
cause my life”
(a woman who had complications during birth in the
FGD with mothers)
Care providers at home births
The main providers attending home births in the
study area are AMWs, MWs and traditional birth at-
tendants. Few reported on the use of traditional birth
attendants to manage the home deliveries. Currently,
traditional birth attendants are reported to be less
frequently used for assisting with deliveries, but con-
sidered as helpers for the daily cooking and cleaning
activities for some of the wealthier families in the vil-
lage. In villages where the MW is present, home
births are mainly attended by the MWs. However, in
villages where there is no MW, and particularly in
hard-to-reach areas, the main health care providers
for home births are AMWs. In some of the villages
where there are both MWs and AMWs, the AMWs
often assist the MWs during delivery.
“mostly the mothers call the AMWs first because they
live in the village but the AMWs under my supervision
always inform me with a phone and I also attend the
delivery together.”
(MW from a hard-to-reach area during FGD with MWs)
Perspectives towards AMWs
According to the mothers and the other community
members, AMWs were easily accessible as they lived
within the community. They described AMWs as ‘na-
tives who live close to them’ and who can be called
upon 24 h a day, seven days a week. Having a village-
owned AMW was considered an asset to the village.
Mothers in the community also mentioned that AMWs
are trustworthy and skilful members of the community.
AMWs are well-recognised by the community for their
care during the time of need not only for pregnant women
but for the village as a whole.
“She [AMW] lived in this village all her life. She
delivered all three of my babies and she is very
skilful. Also, she [AMW] has very good relationship
with [midwife] and if needed she also calls her
and attend the deliveries together.”
(Female community member during FGD with
community members)
Acceptability of AMWs was generally high among key
informants from all levels of the health system. MWs
and other township level health care providers men-
tioned that AMWs are promising health care providers
for the community, especially in the more remote areas
where there is no MW. MWs reported relying on the
AMWs for all services rendered to the mother and the
child and MWs appreciated their assistance.
“AMWs are essential especially in places where we
can’t go. Mothers may want to deliver with us… but in
reality it is very far and we cannot be there, so they
usually deliver with the AMWs. If they need help, they
send someone (flag person) to call us for help…. when
it comes to delivery, they [women] can’t wait and have
no time to call us in advance.”
(MW assigned to a hard-to-reach area during
FGD with MWs)
Community members and AMWs in the study men-
tioned that in some of the villages, MWs were only able
to come once a month for immunization. Reluctance of
MWs to stay in villages, and barriers to access resulting
from long distances and tough travelling circumstances
were major factors.
“Our village is quite far, although a midwife is
assigned, she rarely comes, she only comes for
immunization… not only her… none of the midwives
stayed. We have the rural health centre and we made
a house so that MWs would stay, but they don’t stay…
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it took you all to reach here half a day… in the rainy
season… is very tough”
(Community member from hard to reach village in the
FGD with community)
Community members indicated that they relied on the
AMWs because they were local women and readily
available for deliveries and in times of emergencies.
Although AMWs were considered as reliable health care
providers, some of the providers mentioned their
concerns about over-confidence of the AMWs in conduct-
ing health care activities.
“They [AMWs] think they can do all. We teach them
ethics in school, meaning in the training but they act
in the village as they were trained MW and say and
act like a MW. I mean, we teach them and tell them
what to follow ‘dos and don’ts’ during their training
but they act and do beyond what is taught.”
(Township level health care provider from key inform-
ant interview)
Experiences of post-partum haemorrhage by AMWs
Although postpartum haemorrhage is a rare event in
their daily practice, many of the AMWs in the study had
experienced one or more serious events of a patient with
severe bleeding, either in the community or at the hos-
pital, during their service years. AMWs mentioned the
events as unexpected and scary with serious ‘fear of
death’ as their main concern due to limited experience
and lack of available resources. The only measure
AMWs were trained in and able to provide was timely
referral to the nearest hospital and many felt helpless
when they actually encountered the bleeding. The
second level of care at rural health centres is not
equipped with the lifesaving facilities for a bleeding
woman in life-threatening danger Therefore, referral to a
tertiary care hospital seemed to be the only resource for
further care.
“…I felt so scared as she was bleeding heavily and the
MW told me to come to the hospital immediately and
I put my fist into the vagina to stop the bleeding and I
thought she was going to die”
(AMW from hard-to-reach village during FGD with
AMWs)
Current practices and management of post-partum
haemorrhage
Strong national guidelines exist for the government-
trained skilled birth attendants at the community level
(MWs) for the management of postpartum
haemorrhage. Oxytocin injection is widely used in the
facility settings, and is the intervention of choice. Man-
agement of postpartum haemorrhage at the community-
level varied between MWs: most use 10 units of intra-
muscular oxytocin injection for prevention of postpar-
tum haemorrhage, while a few MWs mentioned using
misoprostol immediately after birth. The law prohibits
AMWs from administering any injections, and current
national guidelines do not support the use of misopros-
tol by AMWs. Misoprostol was introduced into the
township health system around 2012. In the study
Township, the drug became widely available with the
introduction of the 3MDG program in 2014. One of the
township level key informants described the availability
of the drug as follows:
“Nowadays, we have plenty of misoprostol and we
mainly distribute to the MWs. For the AMWs,
although it is in their manual, there is no clear
guideline for distribution and usage by the central
health authority… so what should we do”
(Township level health care provider from key inform-
ant interview)
AMWs also seemed uncertain about how and where
to procure it. An AMW from a rural area stated:
“…we are willing to give misoprostol to the mothers,
but currently only the MW give it, we are not allowed
to give it…and we don’t have the drug either”
(AMW in hard-to-reach area during FGD with
AMWs)
According to the district level key informant inter-
views, each township seemed to have different practices
with respect to misoprostol according to the township
medical officer’s authority. In the study township, there
seemed to be no restriction on the distribution of miso-
prostol to the AMWs by the MWs.
“…the trend is changing [meaning involving all
community base health workers] and we allow them
[AMWs] to deliver non risk cases, you see old ones
[AMWs] are delivering well and I think giving
misoprostol would not be a bad idea. You see if our
midwives are allowed to use misoprostol and they
[AMWs] are not, it is hard for them to survive in the
community. Our midwives give drugs and they
[AMWs] are only allowed to rub the abdomen. I think
that is not fair, they are the main persons in the
community.”
(Township level health care provider from key inform-
ant interview)
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MWs in the study similarly mentioned that they were
willing to give misoprostol to AMWs. Some of the MWs
in the study had already distributed misoprostol to
AMWs, especially in hard-to-reach areas and to those
whom they trust.
“We give the misoprostol together with the CDK [clean
delivery kit] to all the AMWs in our areas. For those
who are near to us, there is no problem because it is
easy to monitor and refer if needed. But for those in
the hill hard-to-reach, there is no-one apart from
them. We tell them again and again when to give the
drug [misoprostol], only after the birth of the baby and
not to use it any other time”
(MW assigned in the hard-to-reach area during FGD
with MWs)
However, some of the key informant interviewees
mentioned that they worried about the misuse of miso-
prostol to induce abortion, but MWs and AMWs in the
FGDs did not mention anything in relation to abortion,
potentially because induced abortions are illegal in
Myanmar and are therefore a highly sensitive topic.
“I always tell the AMWs to give the drug [misoprostol]
only after the baby is born as it is very dangerous if is
given before the delivery of the baby and because they
are away from me during the time of the actual birth.
I worry that they would use it early”
(MW from hard-to-reach area during FGD with
MWs)
One of the reasons for this concern was that the drug’s
commonly used name in Myanmar language, “tha ein
pwint say” (the ein: uterus; pwint: open; say: medicine),
literally means “a drug that enhances the opening of the
uterus”, creating misunderstanding among the users.
Thus it was now purposely referred to as “tha ein kyunte
say” (the ein: uterus; kyunte: contract; say: medicine),
literally meaning contraction of the uterus, in most of
the trainings.
“You see they [AMWs] know it as “Tha ein pwint say”
and we are worried that they would use it before
delivery thinking that it will enhance labour. So we
emphasize in the training as “tha ein kyunte say” and
we stress that it can only be given after the birth of the
baby”
(Township level trainer of AMWs from key informant
interview)
AMWs in the FGDs stated that they are willing and
confident to take on the task of administering misopros-
tol during home deliveries. In addition, many of the
AMWs expressed their frustration about not being
allowed to provide any drugs to help a woman who is
relying on her for care in time of danger.
“When something happens, they [mothers] are with
sad faces. They come to us with a small face [meaning
a look of helplessness] saying we need you to treat us…
The thing is that it is not that we cannot do it [give
misoprostol], but we are not allowed to do it and we
are scared to do it [scared of being punished rather
than scared of giving the drug] …we are afraid”
(AMW in hard-to-reach area during FGD with AMWs)
AMWs in the study considered that giving this life-
saving drug would increase not only trust by the com-
munity but also increase their self-confidence in man-
aging deliveries. However, some of the AMWs in the
study highlighted the need for refresher training about
postpartum haemorrhage and standardized dosage
guidelines in using misoprostol.
“we need training on postpartum haemorrhage and
also how to prevent and treat before referring as is a
life threatening event. We are confident to give the
drug if we are trained properly and clearly teach us on
how many tablets to give and when to give… we will
follow what is taught”
(AMW in hard-to-reach area during FGD with AMWs)
It became clear that there are no consistent guidelines
at township level for distribution of misoprostol. The
township level health care providers mentioned that they
would be willing to distribute misoprostol to the AMWs
if there was a clear written approval from the national
level health authorities regarding the dosage and timing
of drug delivery. Providers stressed that misoprostol
should only be distributed to AMWs after systematic
training about the benefits, side effects and correct time
for usage.
Training of AMW
According to the most recent AMW training curriculum
in Myanmar, AMWs are taught a three-months theory
and three-months practical training at the township or
the respective station hospitals. Although delivery and
postpartum care are meant to be taught through three
hour long theoretical lectures each with 20 h of practical
training, most of the participants in the study stated that
theory was taught in a one-way lecturing format with
minimal supervised practical training. Active manage-
ment of the third stage of labour had been included in
the training, however information provided for the use
of misoprostol was inconsistent. Within the last five
years, there have been three versions of the standard
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training guidelines in which the dose of misoprostol was
different. The first guideline stated two tablets (400 μg),
the second guideline did not specify the dosage and the
latest guideline stated three tablets (600 μg) immediately
after the birth of the baby. As a result, within the same
township, AMWs had access to conflicting guidelines.
“No, it [management of postpartum haemorrhage] was
not taught… we were told to give [misoprostol] after
the birth of the baby… not really clear explanation.”
(AMW from non-hard-to-reach area during FGD with
AMWs)
As a result, some of the AMWs explained that because
the training was not clear, they had no option but to just
refer patients to the health facility.
“we don’t wait…we just refer as early as possible if is
of risk…like multipara…”
(AMW from non-hard-to-reach area during FGD with
AMWs)
The information about the use of misoprostol as part of
active management of third stage of labour by AMWs is
included in the latest 2015 curriculum for AMWs, using a
WHO standard dose of 600 μg (3 tablets) after the birth of
the baby. However, the manual does not specifically state
that AMW are allowed to administer misoprostol. On-
going refresher trainings and newly trained AMWs in
2015 are said to be using the new guidelines.
Discussion
Our work sought to reignite discussion on the potential for
task shifting of misoprostol administration to AMWs by in-
vestigating the acceptability and feasibility of this interven-
tion. The findings showed that AMWs generally were
trained on the active management of third stage of labour,
including the use of misoprostol, but not all AMWs re-
ported using misoprostol in practice. Supportive reasons
for task shifting administration of oral misoprostol to
AMWs included discussions around the good relationship
and trust between AMWs and MWs, whereby MWs felt
confident distributing misoprostol to AMWs. However, the
lack of clear government-level written permission to dis-
tribute the drug was perceived as a barrier to task shifting.
Overall in Myanmar, postpartum haemorrhage remains
the leading cause of maternal mortality, accounting for
30% of maternal deaths. Equipping AMWs with the skills
and resources to effectively prevent postpartum haemor-
rhage will be an essential component of efforts to reduce
the incidence of postpartum haemorrhage. Although
WHO guidelines recommend delivery of an injection of
oxytocin as the first-line pharmacotherapy for the preven-
tion and treatment of postpartum haemorrhage, the law in
Myanmar restricts the use of injections by AMWs. Oral
misoprostol is also an effective drug for the prevention of
postpartum haemorrhage and is recommended by the
WHO as a drug that could be used by AMWs in
resource-limited settings [17]. Studies have also found that
community-based distribution of misoprostol using a
community level health worker was effective for preven-
tion of postpartum haemorrhage [23–25]. According to a
study done by Thein Thein Htay in 2007, the use of oral
misoprostol by MWs at the community level has proven
to be safe and effective for prevention of postpartum
haemorrhage in Myanmar since 2007 and was considered
for nationwide distribution to MWs and AMWs [26].
However, competing priorities such as disease control ac-
tivities over the past decade and frequent changes in
policy-makers have hampered progress towards this goal.
A major enabling factor to task shifting misoprostol ad-
ministration to AMWs was the recognition amongst com-
munity members, healthcare providers and policy makers
of the critical role played by AMWs in providing care dur-
ing childbirth, particularly in hard-to-reach areas. Home
births remain common in Myanmar with over 70% of de-
liveries occurring outside of a health facility [27]. Our
findings suggest this to be due to a combination of factors
including convenience, cultural preference and significant
geographical constraints, which restrict the accessibility of
healthcare facilities by people in the hard to reach areas.
Thus the roles of MWs and AMWs are essential as these
community-based providers are often called upon to
attend home births. Studies have also shown that
community health workers are competent not only in
pregnancy and childbirth practices, but also in providing
other health related services such as nutrition promotion,
immunization and disease control activities [28, 29].
In our study area, AMWs were considered by commu-
nity members and key informants to be capable providers
of care during childbirth. As such, distribution of oral
misoprostol to AMWs was considered by the midwives
and key informants sampled in this study to be a poten-
tially effective and feasible option for the prevention of
postpartum haemorrhage where skilled birth attendants
are not available. AMWs themselves reported to be able
and willing to take on the task of misoprostol administra-
tion and welcomed the opportunity to expand their cap-
acity to provide improved care during delivery.
A number of barriers to task shifting of misoprostol to
AMWs were identified by study participants. Some key
informants mentioned fear of untimely misoprostol use
before the child is born, or when used to induce abor-
tion, particularly if sufficient training and standardised
policies and procedures were not in place. Interestingly,
the use of misoprostol to induce abortion was not men-
tioned by MWs and AMWs, likely because they know it
is illegal to use misoprostol for this indication. Studies
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on the use of misoprostol for prevention of postpartum
haemorrhage have helped to address these concerns, and
a comprehensive review of 18 programs using lay health
care workers to provide misoprostol found very low
rates of incorrect use [23–25]. This suggests that AMWs
in Myanmar have considerable potential to administer
misoprostol correctly if provided with sufficient training.
AMWs themselves also spoke about inconsistent quality
of training, and some highlighted a paucity of informa-
tion in their training regarding postpartum haemorrhage
and the rationale for using misoprostol. A review done
by Prata et al. in 2013 stated that along with a national
policy and drug distribution mechanisms for misopros-
tol, adequate provision of information and training
should be included for lay health workers and the com-
munity [23]. The findings suggest that MWs and
township-level health providers would be confident in
the ability of AMWs to administer misoprostol correctly
with additional refresher trainings. Some of the AMWs
in our study were already administering misoprostol, fur-
ther highlighting the need for clear guidelines, consistent
policies and adequate training.
This study suggests that oral misoprostol is a viable
option to prevent postpartum haemorrhage especially
for hard-to-reach areas where AMWs are the primary
attendants for home births.
Limitations of the study
The study township was purposively selected based
on its ‘hard-to-reach’ characteristics and as such, find-
ings might not be representative of the perspectives
of equivalent stakeholders in other townships in
Myanmar, potentially limiting generalization of the
findings to other areas. The relationships between the
AMWs and the MWs in the study were very positive
and it may be due to the social desirability bias of
their relationship that actual practice may vary.
Conclusion
With over 30% of the maternal deaths in Myanmar
due to postpartum haemorrhage, it is time that health
planners consider this evidence-based intervention for
scale-up throughout the country. The findings of this
study support the feasibility of task shifting of miso-
prostol to AMWs as a crucial intervention for the
prevention of postpartum haemorrhage in Myanmar.
Additional file
Additional file 1: Interview guides for focus group discussions and
in-depth interviews, used as part of the study are available in the
supplementary files, and entitled:” Qualitative interview guides and
questionnaire”. (DOCX 54 kb)
Abbreviations
3MDG: The Three Millennium Development Goal Fund; AMW: Auxiliary
midwife; COREQ: The consolidated criteria for reporting qualitative research;
FGD: Focus group discussion; IDI: In-depth interviews; MW: Midwife;
WHO: World Health Organization
Acknowledgement
The authors would like to acknowledge Department of Public Health,
Ministry of Health and Sports, Myanmar for the collaboration and all the
administrative support given in conducting the study.
We are also grateful to all the participants in the study. The authors
gratefully acknowledge the contribution to this work of the Victorian
Operational Infrastructure Support Program and National Health and Medical
Research Council (NHMRC) Independent Research Institute Infrastructure
Support Scheme received by the Burnet Institute.
Funding
Funding was provided by the National Health and Medical Research Council
of Australia (NHMRC) for the Senior Research Fellowship of James G Beeson,
and the Career Development Fellowship for Stanley Luchters. Kyu Kyu Than
was supported by Australia Award Scholarship for her PhD scholarship from
the Australian Government.
Availability of data and materials
Data will be available on request as this is part of a larger study on “The role
of Auxiliary Midwives in community-based maternal and child health care in
Myanmar: an assessment of the feasibility of task shifting”.
Authors’ contributions
KKT contributed to study design, data collection, data analysis and led the first
draft of the manuscript. YM contributed to data analysis and development of the
manuscript. VO contributed to data collection, data analysis and development of
the manuscript. TG contributed to study design and development of the
manuscript. TZL contributed to data collection, data analysis and development of
the manuscript. JGB contributed to study design and development of the
manuscript. SL contributed to study design, data analysis and led the revisions of
the manuscript. All authors read and approved the final manuscript.
Competing interests
The authors declare that they have no competing interests.
Consent for publication
Not applicable.
Ethics approval and consent to participate
Ethical approval for the study was obtained from the Proposal and Ethical
Review Committee of the Department of Medical Research, Ministry of
Health and Sports Myanmar (approval number 42A/ethics/DMR/2015) and
from The Alfred Hospital Ethics Committee in Australia (approval number
Project 150/15). Approval to conduct the study was also obtained from the
Ministry of Health and Sports after obtaining the ethical approval from the
Department of Medical Research. Written information was provided to all
participants in Myanmar language and written consent obtained. A verbal
explanation was provided for illiterate participants, who consented by
marking the form with a thumbprint. Consent forms were stored in a secure
location at Burnet Institute.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published
maps and institutional affiliations.
Author details
1Burnet Institute, Melbourne, Australia. 2Department of Medicine, University
of Melbourne, Melbourne, Australia. 3Monash Institute of Pharmaceutical
Sciences, Monash University, Melbourne, Australia. 4Department of Public
Health, Ministry of Health and Sports, Nay Pyi Taw, Myanmar. 5Department of
Epidemiology and Preventive Medicine and Central Clinical School, Monash
University, Melbourne, Australia. 6International Centre for Reproductive
Health, Department of Uro-Gynaecology, Ghent University, Ghent, Belgium.
Than et al. BMC Pregnancy and Childbirth  (2017) 17:146 Page 9 of 10
264
PUBLISHED ARTICLES
Received: 21 June 2016 Accepted: 8 May 2017
References
1. World Health Organization. Trends in maternal mortality: 1990 to 2015.
Estimates by WHO, UNICEF, UNFPA, The World Bank and the United Nations
Population Division. Geneva: World Health Organization; 2015.
2. Say L, Chou D, Gemmill A, Tunçalp Ö, Moller A-B, Daniels J, Gülmezoglu AM,
Temmerman M, Alkema L. Global causes of maternal death: a WHO
systematic analysis. Lancet Glob Health. 2014;2(6):e323–33.
3. World Health Organization. WHO recommendations for the prevention and
treatment of post partum haemorrhage. Geneva: World Health Organization;
2012.
4. Department of Health - Ministry of Health Myanmar, UNICEF. Nationwide
cause specific maternal mortality survey 2004–2005. 2005.
5. Oo K, Win L, Saw S, Mon M, Oo Y, Maung T. Challenges faced by skilled
birth attendants in providing antenatal and intrapartum care in selected
rural areas of Myanmar. WHO South-East Asia J Public Health. 2012;1:467–76.
6. Department of Health - Ministry of Health Myanmar: Microplan for auxiliary
midwives (2013–2016). Department of Health; 2013.
7. Department of Health - Ministry of Health Myanmar. Situational analysis on
training and utilization of Auxiliary Midwives. 1985.
8. Villar J, Gülmezoglu A, Hofmeyr GJ, Forna F. Systematic review of
randomized controlled trials of misoprostol to prevent postpartum
hemorrhage. Obstet Gynecol. 2002;100(6):1301–12.
9. Gizzo S, Patrelli TS, Di Gangi S, Carrozzini M, Saccardi C, Zambon A, Bertocco
A, Fagherazzi S, D’Antona D, Nardelli GB. Which uterotonic is better to
prevent the postpartum hemorrhage? latest news in terms of clinical
efficacy, side effects, and contraindications a systematic review. Reprod Sci.
2013;9:1011–9.
10. McCormick M, Sanghvi H, Kinzie B, McIntosh N. Preventing postpartum
hemorrhage in low-resource settings. Int J Gynecol Obstet. 2002;77(3):267–75.
11. Derman RJ, Kodkany BS, Goudar SS, Geller SE, Naik VA, Bellad M, Patted SS,
Patel A, Edlavitch SA, Hartwell T. Oral misoprostol in preventing postpartum
haemorrhage in resource-poor communities: a randomised controlled trial.
Lancet. 2006;368(9543):1248–53.
12. Starrs A, Winikoff B. Misoprostol for postpartum hemorrhage: moving from
evidence to practice. Int J Gynecol Obstet. 2012;116(1):1–3.
13. Mobeen N, Durocher J, Zuberi N, Jahan N, Blum J, Wasim S, Walraven G,
Hatcher J. Administration of misoprostol by trained traditional birth
attendants to prevent postpartum haemorrhage in homebirths in Pakistan:
a randomised placebo‐controlled trial. BJOG Int J Obstet Gynaecol.
2011;118(3):353–61.
14. Rajbhandari S, Hodgins S, Sanghvi H, McPherson R, Pradhan YV, Baqui AH,
Group MS. Expanding uterotonic protection following childbirth through
community-based distribution of misoprostol: operations research study in
Nepal. Int J Gynecol Obstet. 2010;108(3):282–8.
15. Smith JM, Baawo SD, Subah M, Sirtor-Gbassie V, Howe CJ, Ishola G,
Tehoungue BZ, Dwivedi V. Advance distribution of misoprostol for
prevention of postpartum hemorrhage (PPH) at home births in two districts
of Liberia. BMC Pregnancy Childbirth. 2014;14(1):1.
16. Sanghvi H, Ansari N, Prata NJV, Gibson H, Ehsan AT, Smith JM. Prevention of
postpartum hemorrhage at home birth in Afghanistan. Int J Gynecol Obstet.
2010;108(3):276–81.
17. World Health Organization. WHO recommendations: Optimizing health
worker roles to improve access to key maternal and newborn health
interventions through task shifting OPTIMINIZEMNH. Geneva: World Health
Organization; 2012.
18. United Nations Population Fund. Report on situation analysis of population
and development, reproductive health and gender in Myanmar. 2010.
19. Department of Health - Ministry of Health Myanmar: Auxiliary Midwife
Training Manual (Myanmar Language). Department of Health; 2015.
20. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int
J Qual Health Care. 2007;19(6):349.
21. 3 MDG fund: 3MDG Maternal and newborn and child health indicator
guidelines. 2013.
22. World Health Organization. The Republic of the Union of Myanmar health
system review. Geneva: World Health Organization; 2014.
23. Prata N, Bell S, Weidert K. Prevention of postpartum hemorrhage in low-
resource settings: current perspectives. Int J Womens Health. 2013;5:737–52.
24. Smith JM, Gubin R, Holston MM, Fullerton J, Prata N. Misoprostol for
postpartum hemorrhage prevention at home birth: an integrative review of
global implementation experience to date. BMC Pregnancy Childbirth.
2013;13(1):1.
25. Oladapo OT. Misoprostol for preventing and treating postpartum
hemorrhage in the community: a closer look at the evidence. Int J Gynecol
Obstet. 2012;119(2):105–10.
26. Htay TT. Roundtable: making pregnancy safer in Myanmar: introducing
misoprostol to prevent post-partum haemorrhage as part of active
management of the third stage of labour. Reprod Health Matters.
2007;15(30):214–5.
27. Department of Population, United Nations Population Fund (UNFPA).
Country Report on 2007 fertility and reproductive health survey. 2009.
28. Darmstadt GL, Lee AC, Cousens S, Sibley L, Bhutta ZA, Donnay F, Osrin D,
Bang A, Kumar V, Wall SN. 60million non-facility births: who can deliver in
community settings to reduce intrapartum-related deaths? Int J Gynecol
Obstet. 2009;107:S89–112.
29. Perry HB, Zulliger R, Rogers MM. Community health workers in low-, middle-
, and high-income countries: an overview of their history, recent evolution,
and current effectiveness. Annu Rev Public Health. 2014;35:399–421.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:





Appendix B: Characteristics of respondents in the FGDs and IDIs 
 







DESCRIPTION OF PARTICIPANTS 
5 
Hard-to-reach  
AMWs with service year less than 10 years 
6 AMWs with mixed service year  
8 MWs assigned in hard-to-reach villages in Ngepe township  
8 Mothers with a child under the age of three years in hard-to-reach village   
5 Mothers with a child under the age of three years in hard-to-reach village   
8 Community members from hard-to-reach village 




AMWs with service year more than 10 years 
8 AMWs with service years less than 10 years  
5 AMWs with mixed service years  
7 MWs assigned in non-hard-to-reach villages in Ngepe township  
9 Mothers with a child under the age of three years in non-hard-to-reach village   
7 Mothers with a child under the age of three years in non- hard-to-reach village   
9 Community members from non-hard-to-reach village 








Summary of KIIs conducted for the AMW task shifting study  
NO OF 
KIIS DESCRIPTION OF PARTICIPANT 
1 Central level key informant from Department of Health (MCH) 
1 Central level key informant from Department of Health (Public Health) 
1 Central level key informant from Department of Health (Public Health) 
1 District Medical Officer (Magwe) 
1 District Medical Officer (Yangon) 
1 Township Medical Officer (Ngepe) 
1 Township Health Nurse (Ngepe) 
1 Township Health Assistant (Ngepe) 
1 3 MDG Fund UNOPS [Public Health Officer (MNCH)] 
















Summary of FGDs conducted for Inhaled Oxytocin study 
 
NUMBER OF 
PARTICIPANTS RURAL /URBAN DESCRIPTION OF PARTICIPANTS 
10 
Urban 
MWs in South Dagon township  
7 Functioning AMWs in South Dagon township 
8 Mothers with a child under the age of three years in South Dagon township who gave birth at home  
8 Mothers with a child under the age of three years in South Dagon township who gave birth at hospital  
9 
Rural 
Functioning AMWs in Ngape township  
8 MWs in Ngape township 
5 Functioning AMWs in Ngape township 
8 Mothers with a child under the age of three years in Ngape township 
8 MWs in Thanlyin township  
7 Functioning AMWs in Thanlyin townships 















Summary of IDIs conducted for the inhaled oxytocin study 
NO OF IDI DESCRIPTION OF PARTICIPANT STRATIFICATION 
Facility-based birth attendants 
1 Township Medical Officer (Township hospital) 
Rural 1 Health Assistant (Rural Health Centre) 
1 Staff nurse (Township hospital) 
1 Township Medical Officer (Township hospital) 
Urban 1 Staff nurse (Township hospital) 
1 Medical Officer (Maternal and Child Health Centre)2 
Obstetricians 
1 OBGYN – Private hospital/ O&G Society President (Myanmar Medical Association) Private 
1 OBGYN – Private clinic 
1 OBGYN – District hospital  
Public 1 OBGYN – General hospital 
1 OBGYN – Central Women Hospital 
Key informants 
2 Regulatory affairs managers (pharmaceutical industry) 
1 Maternal and Child Health National Program Officer (UNFPA) 











Appendix C: Questionnaires and Guides  
 
Appendix C1: Guides and questionnaires used for the AMW task shifting study 
Qualitative Guides used for FGDs and IDIs (English Language) 
Focus group discussion guides and key informant interview guides for Midwives, Auxiliary 
Midwives, Mothers, Community members, Policy makers and Health Care Providers used 
for the study entitled: ”The role of Auxiliary Midwives in community-based maternal and 
child health care in Myanmar: an assessment of the feasibility of task shifting” 
Notes: 
Brief questionnaires were used before the focus group discussions and key informant 
interviews to obtain participant characteristics. 
Guides and questionnaires are presented in standard English language. All questionnaires 







Participant group: Mothers with under three year old children 
Focus Group Discussion Guide and characteristics questionnaire (standard English-
language version) 
We invite you to answer the following questions that will tell us a little more about you and 
your background. This questionnaire is part of the study on role of AMWs in your 
community being done by Department of Health and Burnet Institute. You can choose not 
to answer any question. Your privacy will be respected and you do not have to provide your 
name. When the study results are published or shared, no names or identifying information 
will be used. 




3. Divorced/ Separated 
4. Widowed 
 
What is the highest level of education attained? 
1. Primary 
2. Secondary 




Number of children currently alive?  
Age of the youngest child (in months)  
Place of Childbirth of the last child? 
1. Home 
2. Facility (Government /Private) 
3. Others (specify)_____________  
 






6. Others (specify)_________________ 
 
Did you use any medication during/after your last childbirth? 
If so please specify : 
1. Oral drugs  (Western) Yes (1)  No (0) 
2. Traditional herbal Medicine (Oral) Yes (1)  No (0) 
3. Traditional herbal Medicine (Inhalant) Yes (1)  No (0) 
4. Injections Yes (1)  No (0) 
Others (specify) 
 
Did you have any complications with your last delivery? 
If yes please specify:  
 






Themes, Questions and Probes 
Current Practices around childbirth 
Can you all tell me about how women in your community practice childbirth?  
• With whom do women usually give childbirth?  
• Where do women give childbirth normally?  
• What are the reasons for giving childbirth at home or at facility? 
• Who makes the decision around childbirth?  
Medications at the time of childbirth 
Can you tell me about medications that are used during or after childbirth?  
 
•       Do women use any medications during or after childbirth?  
•       Would women want medication used at childbirth? Why/why not? 
•       What types of medication are used? 
•       Who normally provides medication around the time of childbirth? 
•       How much do they cost (if known)? 
•       Who decides what medications are used? 
Types of health care providers in the village and their role 
Can you tell me how many health care providers are in the village for women and children? 
• Who they are?  
• How are they different from each other in term of age and experience? 
• How are they different in terms of ability to access services? Probe: Why? 
• How are they different from each other in terms of quality of care? Probe: 
Why? 
• How are they different in providing antenatal care, childbirth and post-
natal care? Probe: Why? 
• How are they different in providing other services (immunization, 
contraception etc.)? Probe why? 
• How do they differ in other roles? (community activities, counseling and 
giving advice)?Probe why? 
How do families in the village choose providers for care during childbirth? 
• Social relationship, trust, cost, availability etc. 
• How was the decision made? 
• What are the most important factors in making this decision?(money, 
trust, availability) 
• Who is involved in the decision making? 
Attitudes towards AMWs 





• What is the impression on her skill?  
• Does she meet the expectations? Why/ why not (satisfied/not) 
• What do you value most about her? 
• Do you expect her to do more things and can you tell me what they are? 
• What are the benefits of using an AMW? 
• What are the reasons for NOT using an AMW? 
What are the barriers to women using an AMW in your village? 
• How is her accessibility? 
• How is her availability? 
• Does she charge for her service and how much? 
• Do people in the community like and trust her? Probe: why/why not 
Expectation of the services provided by AMWs 
What services do you expect AMWs to be able to provide? 
• Preventive care services (health education, counseling etc) 
• Curative care services (e.g. giving medication and injections) 
• Is there anything you would expect her to do that she is not currently doing? 
Is the community happy to have an AMW? 
• Is there a benefit of having an AMW in your village (why/why not) 
• What changes could you see after having an AMW in your village? 
Task shifting possibilities 
What would/do the community think about AMWs giving oral medications to women during 
or after childbirth?  
• Is it acceptable or not acceptable? 
• Do you think it is/would be effective? 
What would the community think about AMWs trying to resuscitate newborn babies that 
are not breathing? 
• Is it acceptable or not acceptable? 
• Do you think it is/would be effective? 
Is there anything you all would like to add or give suggestions for AMWs in your village or in 





Participant group: Community members 
Focus Group Discussion Guide and characteristics questionnaire (standard English-
language version) 
We invite you to answer the following questions that will tell us a little more about you and 
your background. This questionnaire is part of the study on role of AMWs in your 
community being done by Department of Health and Burnet Institute. You can choose not 
to answer any question. Your privacy will be respected and you do not have to provide your 
name. When the study results are published or shared, no names or identifying information 
will be used. 
Age (in completed years)  
Sex Male (1) Female (2)  
Marital status 
1. Single (Skip question on number of child) 
2. Married 
3. Divorced/ Separated 
4. Widowed 
 
What is the highest level of education attained? 
1. Primary  
2. Secondary 





1. Dependent/ retired 
2. Manual Laborer 
3. Farmer/ Crop production 
4. Own business (Small) 
5. Own business (Large) 
6. Government Employee  
7. Others (specify) 
 
Number of children currently alive?  













Themes, Questions and Probes 
Current Practices around childbirth 
Can you all tell me about how women in your community practice delivery?  
• With whom do women usually give childbirth?  
• Where do women give childbirth normally?  
• What are the reasons for giving childbirth at home or at facility? 
• Who makes the decision around childbirth?  
Medications at the time of childbirth 
Can you tell me about medications that are used during or after childbirth?  
 
•       Do women use any medications during or after childbirth?  
•       Would women want medication used at childbirth? Why/why not? 
•       What types of medication are used? 
•       Who normally provides medication around the time of childbirth? 
•       How much do they cost (if known)? 
•       Who decides what medications are used? 
Types of health care providers in the village and their role 
Can you tell me how many health care providers are in the village for women and children? 
• Who they are?  
• How are they different from each other in term of age and experience? 
• How are they different in terms of ability to access services? Probe:why? 
• How are they different from each other in terms of quality of care? Probe: 
why? 
• How are they different in providing antenatal care, childbirth and post-
natal care? Probe:why? 
• How are they different in providing other services (immunization, 
contraception etc.)? Probe:why? 
• How do they differ in other roles? (community activities, counseling and 
giving advice)? Probe:why? 
How do families in the village choose providers for care during childbirth? 
• Social relationship, trust, cost, availability etc. 
• How was the decision made? 
• What are the most important factors in making this decision? 







Attitudes towards AMWs 
What do people in your village think about the AMW in your village? 
• What is your impression on her skill?  
• Does she meet your expectations? Why/ why not (were u satisfied) 
• What do you value most about her? 
• Do you expect her to do more things and can you tell me what they are? 
• What is the benefit of using an AMW? 
• What are the reasons for NOT using an AMW? 
What are the barriers to women using AMW in your village? 
• How is her accessibility? 
• How is her availability? 
• Does she charge for her service and how much? 
• Do people in the community like and trust her?Probe: why/ why not 
Expectation of the services provided by AMWs 
What services do you expect AMWs to be able to provide? 
• Preventive care services (health education, counseling etc) 
• Curative care services (e.g. giving medication and injections) 
• Is there anything you would expect her to do that she is not currently 
doing? 
•       Is there a benefit of having a AMW in your village (why/why not) 
•       What changes could you see after having an auxiliary midwife in your  
      community ? 
Task shifting possibilities 
What would/do the community think about AMWs giving oral medications to women during 
or after childbirth?  
• Is it acceptable or not acceptable? 
• Do you think it is/would be effective? 
What would the community think about AMWs trying to resuscitate newborn babies that 
are not breathing? 
• Is it acceptable or not acceptable? 
• Do you think it is/would be effective? 







Participant group: Auxiliary Midwives (AMWs) 
Focus Group Discussion Guide and characteristics questionnaire (standard English-
language version) 
We invite you to answer the following questions that will tell us a little more about you and 
your background. This questionnaire is part of the study on role of AMWs in your 
community being done by Department of Health and Burnet Institute. You can choose not 
to answer any question. Your privacy will be respected and you do not have to provide your 
name. When the study results are published or shared, no names or identifying information 
will be used. 
Age (in completed years)  
Marital status 
1. Single  
2. Married 
3. Divorced/ Separated 
4. Widowed 
 
What is the highest level of education attained?  
1. Primary 
2. Secondary 




Years of practice as an AMW (in years)  
Average number of deliveries per year as a primary birth attendant (in numbers)  
When were you trained as an AMW? (exact year)  
How long was this training (in weeks/ months/ years)  




1. Dependent/ retired 
2. Manual Laborer/ Daily wager 
3. Farmer/ Crop production 
4. Own business (Small) 
5. Own business (Large) 
6. Government Employee 
7. Only works as an AMW  
8. Others (specify) 
 
Do you give any medication during/after childbirth to women? 
If so please specify: 
1.        Oral drugs  (Western) Yes (1)  No (0) 
2.        Traditional herbal Medicine (Oral) Yes (1)  No (0) 
3.        Traditional herbal Medicine (Inhalant) Yes (1)  No (0) 
4.        Injections Yes (1)  No (0) 








Themes, Questions and Probes 
Current Practices around childbirth 
Can you tell me what you do during childbirth for women in your community? 
• Can you tell me how you take care of a woman during childbirth 
• Do you manage it alone or were you helped by others? (family members, TBAs 
etc.)?  
• Have you encountered any emergencies?  
• How was it managed?  
• How do you refer a woman? (When, how?) 
 
Practice of medications at the time of childbirth 
Can you tell me about medications that are used during or after childbirth?  
 
• Do you use/practice any type of medicines for childbirth and post-natal 
 periods? (oral, injections, traditional medicine) 
• Do women in the community demand/ expect for any type of medication   
during and after childbirth? Why/why not? 
• What types of medication are used? 
• How did you get the medicine? 
• How about the cost? 
 
Types of health care providers in the village and their role 
 
Can you all tell me how many health care providers are in the village for women and 
children? 
• Who they are? (MWs, TBAs  and others) 
• How are they different from you in term of skill, age and experience? 
• In your opinion are the roles different from each other? (Role difference and 
overlap)  
• Do you collaborate with them? If so, how? 
• Joint practices and helping each other? 
• Have you ever experienced difficulties in dealing with MWs, TBAs or other 
healthcare providers?What type of women chooses to deliver with you and 
why? 
Challenges of providing services as AMWs  
Can you tell me the difficulties in carrying out your role as an AMW? 
• What are the major challenges of being an AMW? 





• Do you think you have enough skill to carrying out your assigned 
activities?  
• Do you think that you were trained well during your training? 
• Do you have all the necessary equipment and supplies to carry out your 
activities? 
What are the challenges faced in providing quality care during the time of childbirth?  
• What do they expect you to do? 
• What are the main barriers in fulfilling the community expectations? 
• Was the community supportive of your activities (Yes/no, WHY) 
• Do you have any difficulties dealing with the community? 
Do you think you need more support?  
• In what ways? (incentives, moral, financial support, supervision) 
• From who? (Community, health care provider: midwives, TMO etc.) 
• What? (skill, equipment, training etc) 
Feasibility of the four specific tasks for AMWs 
As an AMW, do you think providing the following interventions would be feasible and 
acceptable?  
• Have you given any oral medication to pregnant women? 
• If you need to be giving oral medication what are the challenges? 
• Have you ever used misoprostol to prevent PPH? 
• Do you think it will be feasible to provider oral misoprostol to prevent 
PPH? What are the challenges? 
• Have you ever used misoprostol to treat PPH? 
• Do you think it will be feasible to provide oral misoprostol to treat PPH? 
What are the challenges? 
• Have you ever used oral antibiotics to treat puerperal sepsis? 
• Do you think it will be feasible to provide oral antibiotics to treat 
puerperal sepsis? What are the challenges? 
• Have you ever resuscitate a newborn using bag and mask? 
• Do you think it will be feasible to resuscitate a newborn using bag and 







Participant group: Midwives (MWs) 
Focus Group Discussion Guide and characteristics questionnaire (standard English-
language version) 
We invite you to answer the following questions that will tell us a little more about you and 
your background. This questionnaire is part of the study on role of AMWs in your 
community being done by Department of Health and Burnet Institute. You can choose not 
to answer any question. Your privacy will be respected and you do not have to provide your 
name. When the study results are published or shared, no names or identifying information 
will be used. 
Age (in completed years)  
Marital status 
1. Single  
2. Married 
3. Divorced/ Separated 
4. Widowed 
 
What is the highest level of educational attained (specify) 
1. Primary 
2. Secondary 




When did you start working as a MW? (exact year)  
How long have you been posted in this township? (in years)  
Average number of deliveries per year as a primary birth attendant? (in 
numbers) 
 
How long have you been supervising AMWs (in years)  
Do you give any medication during/after childbirth to women? 
If so please specify: 
1. Oral drugs  (Western) Yes (1)  No (0) 
2. Traditional herbal Medicine (Oral) Yes (1)  No (0) 
3. Traditional herbal Medicine (Inhalant) Yes (1)  No (0) 
4. Injections Yes (1)  No (0) 














Themes, Questions and Probes 
Current Practices around childbirth 
Can you tell me how you manage childbirth and post-partum period for women in your 
community?  
• What do you normally do when a women seeks you for childbirth and 
postnatal care? 
• Do you manage it alone or were you helped by others?(family members, 
TBAs, AMWs etc) 
• Have you encountered any emergencies?  
• How was it managed?  
• How do you refer a woman? (when, how?) 
 
Practice of medications at the time of childbirth 
Can you tell me about medications that are used during or after childbirth?  
 
•  Do you use/practice any type of medicines for child childbirth and post-natal 
 periods? (oral, injections, traditional medicine) 
• Do women in the community demand/ expect for any type of medication   
during and after childbirth? Why/why not? 
•  What types of medication are used? 
• How did you get the medicine? 
• How about the cost? 
 
Types of health care providers in the village and their role 
 
Can you all tell me how many health care providers are in the village for women and 
children? 
• Who they are? (AMWs, TBAs  and others) 
• How are they different from you in term of skill, age and experience? 
• In your opinion are the roles different from each other? (Role overlap)  
• Do you collaborate with them? If so, how? 
• Joint practices and helping each other? 
• Have you ever experienced difficulties in dealing with AMWs, TBAs or other 
healthcare providers? 








Attitude towards AMWs 
Can you tell me what you all think about AMWs? 
• What is your impression on her skill and her performance?  
• What is your expectation towards AMWs? 
• Does she meet your expectations? Why/ why not (satisfied/not) 
• Do you expect her to do more things and can you tell me what they are? 
• What do you value most about her? 
• Is there anything you would expect her to do that she is not currently doing? 
• Is there a benefit of having a AMW (why/why not) 
• What changes could you see after having an AMWs in your    
community? 
Feasibility of the four specific tasks for AMWs 
As an MW do you think it is feasible and acceptable for AMWs to provide the following 
interventions?  
• Oral medication to pregnant women? 
• Oral misoprostol to prevent PPH? What are the challenges? 
• Oral misoprostol to treat PPH? What are the challenges? 
• Oral antibiotics to treat puerperal sepsis? What are the challenges? 
• Resuscitating a newborn using bag and mask?  
• In what circumstances do you think it would be ok for AMWs to provide 








Participant group: Policymakers and Health Care Providers 
Key Informant Interview Guide and characteristics questionnaire (standard English-
language version) 
We invite you to answer the following questions that will tell us a little more about you and 
your background. This questionnaire is part of the study on role of AMWs in your 
community being done by Department of Health and Burnet Institute. You can choose not 
to answer any question. Your privacy will be respected and you do not have to provide your 
name. When the study results are published or shared, no names or identifying information 
will be used. 
Age (in completed years)  
Highest level of educational attainment (specify) 
1. Primary 
2. Secondary 




How long have you worked in the government service?(in years)  
What is your current post? (specify)  
How long have you been posted in the current position? (in years)  
What is your role in AMW program at your township/position (specify) 
1. Recruitment  Yes (1) No (0) 
2. Training        Yes (1) No (0) 
3. Supervision   Yes (1) No (0) 
4. Planning        Yes (1) No (0) 









Themes, Questions and Probes 
Types of health care providers in the village and their role 
Can you tell me how many health care providers are at the community level for women and 
children? 
• Who they are?  
• How are they different from each other in term of skill, age and 
experience? 
• How are they different in providing antenatal care, childbirth and post-
natal care? 
• How are they different in providing other services (immunization, 
contraception etc.)? 
• How do they differ in other roles? (community activities, counseling and 
giving advice)? 
Can you tell me the current role of AMW in maternal and child health care? 
Do you think AMW are performing beyond her role?  
•      Hard to reach areas 
•      Unreached by supervision 
•     What types of activities are carried out? 
•     What is your opinion? 
Attitude towards AMW 
What is your opinion about the need for AMW and whether they are fulfilling that need? 
•     Necessary cadres or not? 
•    What do you think of their skills? 
•    What do you think of their performance with in the community? 
•    Any concerns towards their role? 
Effectiveness of the AMW programme 
What is the main aim of the AMW programme?  
Do you think the objectives of the programme have been met or will be met in the future? 
Why/why not? 









• Reports and feedback 
How are these difficulties being managed? 
Task shifting possibilities  
Have you ever heard of the task shifting guideline before? 
What tasks do you think AMW can perform? 
What will be the pros and cons of adding new task to the AMWs role? 
Do you think it is feasible and acceptable for AMWs to provide the following interventions? 
• Oral medication to pregnant women? 
• Oral misoprostol to prevent PPH? What are the challenges? 
• Oral misoprostol to treat PPH? What are the challenges? 
• Oral antibiotics to treat puerperal sepsis? What are the challenges? 
• Resuscitating a newborn using bag and mask?  
In what circumstances do you think it would be ok for AMWs to provide these services 
(places, training, situations etc)?  
What are the challenges? 






The role of Auxiliary Midwives in community-based maternal and child health care in 
Myanmar: an assessment of the feasibility of task shifting 
Quantitative questionnaire for AMWs 
IDENTIFICATION 
1.  ID Number _______ |__|__|__| 
2.  Village name_______ |__|__| 
3.  Name of sub RHC assigned ________ |__|__| 
4.  Name of RHC assigned________ |__|__| 
5.  Township name __ __ __ (01) Gangaw (02) Ngape (03) Seit Phyu |__|__| 
6.  Hard to reach village as identified by 3 MDG criteria    1. Yes 2. No |__| 
 
Section 1: Background characteristics Coding 
1.  How old were you at your last 
birthday? 
__ __ (years) |__|__
| 
2.  What is the highest level of 
education attained? 
1. Primary education (4th standard) 
2. Secondary education (8th standard) 





3.  Of what ethnic group are you? 1. Bamar 
2. Others, specify __________ 
|__| 
4.  How long have you lived in this 
village? 
__ __ (years) |__|__
| 
5.  Any other job (main) apart from 
AMW work? 
1. Dependent (Go to 6 b) 
2. Household work (Go to 6 b) 
3. Manual laborer/Daily wager 
4. Farmer/Crop production 
5. Own business (small) 
6. Own business (large) 
7. Government employee 




Income per month (kyats) from other 
job 
__________ Kyats |__|__|__|__|__|__| 
6. 
(b) 
Average total family income per 
month (kyats) 





7. Total number of  
family members 
__________Number |__|__| 
8. What is your current marital status? 1. Single (skip to Q 10) 
2. Married 
3. Divorced/Separated  
4. Widowed 
|__| 
9. If married, How many living children 
do you have? 
_________ number |__|__| 
10. Do you have a mobile phone 1. Yes 
2. No 
|__| 
Section 2: Training and supervision 
11. When did you receive your first AMW 
training? 
________  exact year  
12. Duration of your first AMW training? ________  months |__| 
13. How long have you been working as 
an AMW? (enter 00 if is less than 1 
year of service) 
________  years |__|__| 
14. Have you ever received any refresher 
training? 
1. Yes 
2. No (skip to Q 17) 
|__| 
15. How many refresher trainings did you 
receive? 
_________number |__|__| 
16. If yes, when was the last refresher 
training? 
__________exact year  
17. As an AMW do you provide antenatal 
care to the women in your 
community? 
1. Yes 
2. No (skip to Q 19) 
|__| 
18. How many years in total have you 
been providing antenatal care 
service? (enter 00 if is less than 1 
year of service) 
__________years |__|__| 
19. In the last one year have you 
received any training on the subject 
related to antenatal care? 
(multiple response question,  
 Probe each answer and ask) 
1. Antenatal screening (blood 
pressure, urine glucose and 
protein) 
|__| 
2. Counselling for antenatal care 
(nutrition, family planning, 
newborn care) 
|__| 
3. PMTCT or other HIV relating to 
pregnancy 
|__| 
4. Management of pre-eclampsia 
and eclampsia 
|__| 






6. Have not received any training |__| 
7. Others (specify) __________ |__| 
20. Being an AMW, do you personally 
provide delivery care to women in 
the community? 
1. Yes 
2. No (skip to Q 23) 
|__| 
21. How many years in total have you 
been providing delivery care? (enter 
00 if is less than 1 year service) 
__________years |__|__| 
22. Number of deliveries performed 
during your AMW working years 
________number |__|__|_
_| 
23. In the last one year have you 
received any training on the subject 
related to delivery care? 
(multiple response question,  
 Probe each answer and ask) 
1. Routine care for labour and 
normal delivery 
|__| 
2. Usage of parto-graph |__| 
3. Active management of third 
stage of labour 
|__| 
4. Lifesaving skills for emergency 
obstetric care/ Basic EmOC 
|__| 
5. Management of post-partum 
haemorrage 
|__| 
6. Management of peuperial sepsis |__| 
7. Manual removal of placenta |__| 
8. Administration of magnesium 
sulphate for the treatment of 
severe pre-eclampsia or 
eclampsia 




10. Others (specify)__________ |__| 
24. Being an AMW, do you personally 
provide new born care in the 
community? 
1. Yes  
2. No (Skip to Q27) 
|__| 
25. How many years in total have you 
been providing new born care? 
(enter 00 if is less than 1 year service) 
________years |__|__| 
26. In the past one year have you 
received any training on the 
following topics related to new born 
care 
(multiple response question,  
 Probe each answer and ask) 
1. Essential new born care (cord 
care, warming, exclusive breast 
feeding) 
|__| 







27. Do you receive any technical support 
or supervision in your work? If so 
when was the most recent time? 
1. Yes, in the past 3 months 
2. Yes, more than 3 months ago 
3. No, never been supervised 
|__| 
28. Within the last 6 months, have you 
been supervised by your Midwife? 
1. Yes  
2. No (Skip to Q31) 
|__| 
29. If yes, how many times were you 
supervised within the last 6 months? 
_________number |__|__| 
30. Are you satisfied with your 
supervision? 
1. Very satisfied  
2. Satisfied 
3. Just satisfied 
4. Not very satisfied 
5. Not satisfied at all 
|__| 
31. Did you get any training to do the 
reports and returns? 
1. Yes  
2. No 
|__| 
32. Do you have to do any reports and 
returns? 
1. Yes 
2. No (Skip to Q35) 
|__| 
33. If yes, how often do you have to send 




4. 3 monthly 
5.  6 monthly 
|__| 
34. Did you ever get any feedback for the 
reports and returns that you sent 




Section 3: Knowledge on antenatal, delivery and post-natal care 
35.  
Can you please tell me about the 
topics that you discuss in antenatal 
care to a pregnant woman (no 
probes listen and tick to all that 
apply) 
1. Importance of skilled birth 
attendant  
|__| 
2. Importance of facility base  delivery  |__| 
3. Expected date of delivery |__| 
4. Antenatal care at least 4 visits  |__| 
5. To get 2 TT injections |__| 
6. To take iron/folate acid tablets  |__| 
7. Tell about danger signs during 
pregnancy  
|__| 
8. Telling to eat balance and extra 
amount of food 
|__| 





10. To save money for delivery and 
emergency 
|__| 
11. Counsel on childbirth preparedness 
planning 
|__| 
12. To seek care if there is health 
problem 
|__| 
13. To arrange for emergency  
transport 
|__| 
14. Exclusive breast feeding up to six 
months  
|__| 
15. To feed colostrum |__| 
16. To breast feed the baby as soon as 
possible 
|__| 
17. Not to bathe the baby immediately 
after childbirth 
|__| 
18. Nothing to apply to the umbilical 
stump 
|__| 
19. Give information about blood 
testing for HIV/AIDS 
|__| 
20. Give information about blood 
testing for Syphilis 
|__| 
21. To sleep under bed net |__| 
22. Personal hygiene and 
environmental sanitation 
|__| 
23. Lactation amenorrhea |__| 
24. To take regular check-ups with the 
midwife 
|__| 
36. Which type of pregnant women 
should be referred to deliver at the 
hospital (no probes listen and tick to 
all that apply) 
1. Under 18 year of age |__| 
2. Above 35 years of age |__| 
3. Below 4 feet and 10 inches |__| 
4. Previous History of instrumental or 
operation delivery 
|__| 
5. First pregnancy |__| 
6. Multigravida (More than 5 children) |__| 
7. Twin pregnancy |__| 
8. Abnormal presentation of the fetus |__| 





disease, asthma, hypertension etc.) 





11. Others (specify) __________ |__| 
37. Can you please describe the danger 
signs of pregnancy (no probes listen 
and tick to all that apply) 
1. Vaginal bleeding |__| 
2. Convulsion/fits |__| 
3. Severe headache with blurred 
vision, vomiting  
|__| 
4. Fever and too weak to get out of 
bed 
|__| 
5. Severe abdominal pain  |__| 
6. Fast and difficult breathing |__| 
7. Swollen fingers, face and legs with 
reduce urine output 
|__| 
8. Premature rupture of the 
membrane 
|__| 
9. High blood pressure |__| 
10. Reduce/loss of foetal movement  |__| 
11. Others (specify) __________ |__| 
38. Can you please describe the danger 
signs of delivery(no probes listen and 
tick to all that apply) 
1. Waters break and not in labour after 
6 hours  
|__| 
2. Labour pain (contractions) continue 
for more than 12 hours 
|__| 
3. Heavy bleeding before the placenta 
delivery  (pad/ cloth soaked in less 
than 5 minutes) 
|__| 
4. Bleeding increases after the 
placenta delivery (pad/ cloth soaked 
in less than 5 minutes) 
|__| 
5.   Placenta not expelled 1 hour after 
birth of the baby (Retained placenta) 
|__| 
6. Fast or difficult breathing   |__| 
7. Convulsion/fits  |__| 
8. Fever and too weak to get out of 
bed 
|__| 





10. Foetal heart rate (below 120 or 
more than 160) 
|__| 
11. Cord prolapse 
 
|__| 
12. Transverse lie |__| 
13. Breech presentation  |__| 
14. High blood pressure |__| 
15. Dirty liquor or reduce liquor |__| 
16. Others (specify) __________ |__| 
39. Can you please describe the danger 
signs of a new born (no probes listen 
and tick to all that apply) 
1. Difficulty in  breathing (more than 
60 times per minutes (or) less than 
30 times per minutes) 
|__| 
2. Restless/ irritability (excessive 
crying) 
|__| 
3. Umbilicus draining pus or umbilical  
redness extending to the skin 
|__| 
4. Eye swollen and infected |__| 
5. Convulsion/Fits |__| 
6. Fever (Hyperthermia) |__| 
7. Feels cold (Cold body temperature) |__| 
      8.    Reduced feed or not able to feed  |__| 
9. Abscess of any part of the body |__| 
10. Yellow coloration of skin |__| 
11. Premature baby/small for date/low 
birth weight 
|__| 
12. Others (specify) __________ |__| 
40. Can you tell me how many antenatal 
visits at least should a pregnant 
woman seek from a skilled birth 




41. Can you tell me the estimated timing 
that a woman should have her 
antenatal checks? 
(no probes listen and tick to all that 
apply) 
1. As early as possible (first 4 months) |__| 
2. 6 to 7 months |__| 
3. 8 months |__| 





5. No correct answers |__| 
42. Can you tell me how many post-natal 
visits should a woman receive within 
14 days of delivery?  
_________number |__| 
43. Can you tell me the exact days that 
you should go for postnatal visits? 
(no probes listen and tick to all that 
apply) 
1. Within 24 hours |__| 
2. Day 2 or 3 |__| 
3. Day 7 |__| 
4. Day 14 |__| 
5. No correct answers |__| 
Section 4: Practice of antenatal, delivery and post-natal care 
44. How many pregnant women did you 
give antenatal care service  have you 
performed for pregnant women in 





45. What are the main services that you 
normally provide during antenatal 
care(no probes listen and tick and all 
that apply) 
1. AN registration |__| 
2. Measuring of weight |__| 
3. Measuring of height |__| 
4. Asking for past birth history |__| 
5. Abdominal examination  |__| 
6. Measuring of blood pressure  |__| 
7. Urine examination |__| 
8. Auscultation for foetal heart sound  |__| 
9. Giving vitamin tablets |__| 
10. Giving vitamins injections |__| 
11. Counselling on nutrition |__| 
12. Asking for last menstrual period to 
estimate date of birth 
|__| 
13. Checking for signs of anaemia |__| 
14. Other (specify)__________ |__| 
46. Where do you normally do antenatal 
care for pregnant mothers 
1 At my home 
2 Patient’s home 







4 RHC/Sub Centre/MW clinic 
 
47. Within the last 6 months how many 
pregnant women have you referred 
during antenatal care 
_________number |__|_
_| 
48. What is the most common reason for 
referral (please specify, single 
response) 
1. Primigravida |__| 
2. Multigravida |__| 
3. Short stature  |__| 
4. Twins |__| 
5. Abnormal presentations |__| 
6. Pre-eclampsia |__| 
7. Bad obstetric history |__| 
8. Pregnancy with disease |__| 
9. Abortion |__| 
10. Oedema |__| 
11. Hypertension |__| 
12. Post date for delivery |__| 
13. Age of mother (under 18/above 35) |__| 
14. Others (Specify)_________ |__| 
49. Who do you normally refer to for 
antenatal care? 
1. Doctor 
2. Health Assistant  




50. Have you ever given oral medication 
to a pregnant woman? 
1. Yes 
2. No (skip Q52) 
|__|_
_| 
51. If yes, what did you give? (multiple 
response and tick all that apply) 
1. Iron/folate |__| 
2. Vitamins A |__| 
3. Deworming tablets |__| 
4. Vitamin B1 |__| 
5. Paracetamol |__| 
6. Amoxil |__| 





8. Burmeton |__| 
9. Other (specify) __________ |__| 
52. How many deliveries have you 






53. Where do you normally conduct your 
deliveries? 
1. At my home 
2. Patient’s home 
3. Other (specify) __________ 
|__| 
54. Do you normally use a clean delivery 
kit for delivery? 
1. Yes 
2. No (Skip to Q57) 
|__| 
55. How often do you use a clean 
delivery kit?  
1. Always (80-100%) |__| 
2. Mostly (50-80%)  
3. About half (50 %)  
4. Sometime (25-50%)  
5. Rarely (less than 25%)  




57. Have you ever used a partograph? 1. Yes 
2. No (skip to Q 59) 
|__| 
58. How often do you use a parto-graph 
to monitor and manage labour? 
1. Always (80-100%) 
2. Mostly (50-80%) 
3. About half (50 %) 
4. Sometime (25-50%) 
 5. Rarely (less than 25%) 
|__|_
_| 
59. Can you tell me the procedures for 
active management of third stage of 
labour (AMTSL) (no probe and tick all 
that apply)? 
1. Giving misoprostol as soon as 
the baby is delivered  
|__| 
2. Clean cord cut  |__| 
3. Controlled cord traction and 
delivery of the placenta 
|__| 
4. Message of the suprapubic area |__| 
5. Checking the placenta for 
completeness 
|__| 
60. How often do you practice active 
management of third stage of labour 
during normal vaginal childbirths? 
1. Always (80-100%) 
2. Mostly (50-80%) 
3. About half (50 %) 






5. Rarely (less than 25%) 
61. Have you ever experienced bleeding 
after delivery? 
1. Yes 
2. No  
|__| 
62. Have you ever given misoprostol to 
prevent postpartum haemorrhage? 
1. Yes 
2. No (skip Q66) 
|__| 
63. When did you give misoprostol? 1. Immediately/ one minute after 
childbirth 
|__| 
2. With delivery of anterior shoulder |__| 
3. After the delivery of the placenta |__| 
4. Other (specify) __________ |__| 
64. How many tablets of Misoprostol do 
you normally give? 
--------------tablets |__| 
65. Where did you get the misoprostol 
from?  
1. Self (bought it) 
2. MW 
3. Health department 
4. INGO 
5. Other (specify) __________ 
|__| 
66. Do you have a thermometer?  1. Yes 
2. No (Skip to Q68) 
|__| 
67. How do you check the temperature 
of a post-natal woman? 
1. Always (80-100%) 
2. Mostly (50-80%) 
3. About half (50 %) 
4. Sometime (25-50%) 
5. Rarely (less than 25%) 
|__| 
68. What services do you normally 
provide for immediate new born 
care? (no probe, listen and tick all 
that apply) 
1. Wipe nose, mouth of newborn with 
a clean cloth or gauze 
|__| 
2. Cleaning mucous if necessary |__| 
3. Warming |__| 
4. Breast feeding at once 
(immediately) 
|__| 
5. Cleaning of the eyes |__| 
6. Cord care (checking for the 
umbilical stump) 
|__| 
7. Weighing the baby |__| 







9. Other (specify) __________ |__| 
69. Do you have a suction tube to 
resuscitate a new born? 
1. Yes 
2. No (Skip to Q71) 
|__| 
70. Have you ever done resuscitation of a 
new born using the suction tube ? 
1. Yes 
2. No  
|__| 
71. Within six months  how many 
pregnant women have you referred 
during delivery 
________ number  
(if zero Skip to Q75) 
|__| 
72. What is the most common reason for 
referral during delivery? 
(please specify, single response) 
1. Prolong labour |__| 
2. No more labour pain after 6 hours 
of membrane rupture 
|__| 
3. Convulsion |__| 
4. Massive bleeding per vagina |__| 
5. Cord prolapsed |__| 
6. Retained placenta |__| 
7. Difficult breathing |__| 
8. Neonatal cause |__| 
9. Others (specify) __________ |__| 
73. Who do you normally refer to for 
delivery care? 
1. Doctor 
2. Health Assistant  
3. Lady Health Visitor/Nurse 
4. Midwife 
5. Others (specify) __________ 
|__| 
74. Do you go along with the patient for 




75. Have you encountered any maternal 
deaths with in last 3 years 
1. Yes 
2. No (Skip to Q77)  
|__| 
76. If yes, number of maternal deaths _______number |__|_
_| 
77. Within 6 months how many women 
have you assisted for postnatal care 
_______number |__|_
_| 
78. Where do you normally see the 
woman for post-natal care 
1. Your home 
2. Patient’s home 
3. Others (specify) __________ 
|__| 





do you perform for the first week 
after childbirth (14 days) 
_| 
80. During your post-natal visits what do 
you normally do? (No probing just 
listen and tick to all that apply) 
1. Checking the mother for signs of 
bleeding 
|__| 
2. Checking for fever |__| 
3. Examination of the new born for 
complications 
|__| 
4. Examination of the breast for 
distention 
|__| 
5. Counselling on  nutrition |__| 
6. Counselling on contraception |__| 
7. Counselling on breast feeding |__| 
8. Checking for involution of uterus |__| 
9. Others (specify) |__| 
81. How many visits do you normally go 
for post-natal care within 14 days 
 
________number  
   |__| 
82. Have you ever given any type of 
antibiotics to a post-partum woman 
who has fever? 
1. Yes 
2. No (Skip to Q84) 
|__| 
83. If yes, please tell me which 
antibiotics did you give? (multiple 
response and tick to all that apply)
  
 
1. Ampicillin |__| 
2. Gentamycin |__| 
3. Septrin |__| 
4. Metronidazole |__| 
5. Others (specify) |__| 
84. Have you ever given any injection to 
a pregnant/postpartum woman? 
1. Yes 
2. No (Skip to Q86) 
|__|_
_| 
85. If yes, what injection did you give? 
(multiple response and tick to all that 
apply) 
1. Vitamins (IM) |__| 
2. Vitamins (IV) |__| 
3. Drip line |__| 
4. Oxytocin/Syntocinon |__| 
5. Depo injection |__| 
6. ATT injection |__| 





8. Others (specify)    |__| 
86. Have you ever given contraceptives 
to women 
1. Yes 
2. No (Skip to Q88) 
|__| 
87. What type of contraceptive did you 
give? (multiple response and tick  to 
all that apply) 
1. Oral |__| 
2. Injection |__| 
3. Condom |__| 
4. Others (specify) |__| 
88. How much on average do you earn 
for a delivery? 
________kyats |__|__|__|__|__| 
If in kind please 
specify 
|__| 
Section 5: Barriers and facilitators for provision of maternal and new born 
care services 
89. Have you ever received an AMW kit? 1. Yes  
2. No  (Skip to Q91) 
|__| 
90. If yes, when did you receive the 
AMW kit 
________exact year  
91. Can you tell me what are the main 
instruments used during the time of 
delivery. (multiple response and tick  
to all that apply) 
 
1. Forceps |__| 
2. Scissors |__| 
3. Clean delivery kit |__| 
4. Child weighing machine |__| 
5. Adult weighing machine  |__| 
6. Thermometer |__| 
7. Soap |__| 
8. Medicines (F/S, B1, deworming 
tablets) 
|__| 
9. Blood pressure |__| 
10. Stethoscope |__| 
11. Betadine antiseptics |__| 
12. others |__| 
92. How do you refill the drugs in the kit 1. Self 
2. Given by the health department 
3. Given by NGOs 






93. What are the main barriers in 
conducting maternal and new born 
care in the community (multiple 
response and tick  to all that apply) 
1. Lack of financial incentives  |__| 
2. Transportation difficulties |__| 
3. Lack of medicines and supplies |__| 
4. Hard to persuade the patients for 
referral  
|__| 
5. Too close to the MW/RHC |__| 
6. Expected more by the community |__| 
7. Over workload and hard to cope 
with daily living 
|__| 
8. Little  support from community |__| 
9. Had to participate in many other 
activities not related to health 
|__| 
10. Others (specify) |__| 
94. What are the main improvements 
you would want to get in conducting 
maternal and new born care in the 
community (multiple response and 
tick  to all that apply) 
1. Getting an income from being an 
AMW/ Salary 
|__| 
2. Supplies and medicine 
supplementation 
|__| 
3. Receiving regular ongoing training |__| 
4. Understanding them as volunteers |__| 
5. Acknowledgement of their service 
from the government (incentive, 
promotion to government staff, 
certificate) 
|__| 
6. Transportation and communication 
support (phone, motor cycle) 
|__| 
7. Official permission to give 
injections and treatment 
|__| 
8. Others (specify) |__| 
95. Do you have to do other health 
related activities apart from maternal 
and child health 
1. Yes  
2. No  (Skip to Q97) 
|__| 
96. What are the activities? (multiple 
response and tick  to all that apply) 
1. Environmental sanitation |__| 
2. Helping referral for other health 
emergencies (snake bites, 
accidents)  
|__| 





4. Health education |__| 
5. Prevention of communicable 
diseases 
|__| 
6. School health activities |__| 
7. Others (specify) |__| 
97. Are you a health volunteer for other 
organization or activity? 
1. Yes 
2. No (Finished and thank you) 
|__| 
98. If, yes please specify all the volunteer 
work that you do. (multiple response 
and tick  to all that apply) 
1. PSI RH volunteer |__| 
2. SC MCH volunteer |__| 
3. Community health worker |__| 
4. MSI health worker |__| 
5. Malaria volunteer (SC, MMA, 
MHAA, Government, PSI) 
|__| 
6. TB volunteer |__| 
7. CCM volunteer |__| 
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(၃) မုဆိုးမ  
 
၃ ပညာေရးအေျခအေန 
(၁) မူလတန္း (သူငယ္တန္းမွ ၄တန္း 
(၂) အလယ္တန္း (၄တန္းေအာင္မွ ၈တန္း) 
(၃) အထက္တန္း (၈တန္းေအာင္မွ ၁၀တန္း) 
(၄) တက ၠသိုလ္ပညာေရး 
(၅) ဘြ႕ဲရ 
 
၄ စုစုေပါင္းကေလး အေရအတြက္ (ေသဆံုးကေလးမပါ)  
၅ အငယ္ဆံုးကေလး အသက္ (စုစုေပါင္းလ)  
၆ အငယ္ဆံုးကေလးေမြးဖြားရာေနရာ  
(၁) အိမ္ 
(၂) ေဆးခန္း၊ေဆးရံု (ျပင္ပ၊အစိုးရ) 
(၃) အျခား (ေဖာ္ျပပါ) ……………………………….. 
 
၇ အငယ္ဆံုးကေလးေမြးဖြားစဥ္ အဓိကေမြးဖြားေပးသူ 
(၁) ဆရာဝန္ 
(၂) က်န္းမာေရးမႈး၊ အမ်ိဳးသမီးက်န္းမာေရးဆရာမ 
(၃) သားဖြားဆရာမ  
(၄) အရန္သားဖြားဆရာမ 
(၅) အရပ္လက္သည္  
(၆) အျခား (ေဖာ္ျပပါ) ……………………………….. 
 
၈ အငယ္ဆံုးကေလးေမြးဖြားစဥ္ ႏွင့္ မီးတြင္းကာလမ်ားတြင္ ေဆးဝါးမ်ားသံုးစြခဲဲ့ပါသလား။ 
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၂. ဗမာတိုင္းရင္းေဆး ေသာက္ေဆး (၁) သံုး (၀) မသံုး 
၃. ဗမာတိုင္းရင္းေဆး ရႈေဆး (၁) သံုး (၀) မသံုး 
၄. ထိုးေဆး (၁) သံုး (၀) မသံုး 
၅. အျခား (၁) သံုး (၀) မသံုး 
(ေဖာ္ျပပါ) ……………………………….. 
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(၁) မၾကံဳေတြ႕ခဲ့ပါ 
(၂) ၾကံဳေတြ႕ခဲ့ပါသည္ (ေဖာ္ျပပါ)……………………………………..  




























အုပ္စုဖြဲ႕ေဆြးေႏြးျခင္း (အသက္၃ႏွစ္ေအာက္ကေလးရွိ မိခင္မ်ား) 
 
၁. ကေလးေမြးဖြားျခင္းႏွင့္ ပတ္သက္သည့္လက္ရွိအေလ့အထ 
ရြာမွာ အမ်ိဳးသမီးအမ်ားစု ကေလးဘယ္လိုေမြးၾကသလဲ 
  -ဘယ္သူနဲ႕ေမြးလဲ 
  -ဘယ္မွာေမြးလဲ  
  -အ္ိမ္မွာ (သို႔မဟုတ္)ေဆးရံုမွာ ေမြးၾကတာ ဘာေၾကာင့္လဲ 
  -ဘယ္သူက အဲ့လိုေမြးဖို႕ အဓိကဆံုးျဖတ္တာ ဘယ္သူလဲ 
 
၂. ကေလးေမြးဖြားခ်ိန္ႏွင့္ မီးတြင္းကာလ အသံုးျပဳသည့္ေဆးဝါးမ်ား 
 ကေလးေမြးဖြားခ်ိန္ႏွင့္ မီးတြင္းကာလေတြမွာ ဘာေဆးေတြသံုးၾကသလဲ 
   -ဗိုက္နာခ်ိန္၊ ေမြးတဲ့အခ်ိန္၊ မီးတြင္းမွာ ဘာေဆးေတြသံုးလဲ 
   -ဘာေၾကာင့္သံုးတာလဲ (ေမြးရလြယ္ေအာင္လို႕လား ေသြးတိတ္ေအာင္လို႕လား 




၃. ေက်းရြာရွိ က်န္းမာေရးေစာင့္ေရွာက္သူႏွင့္ ၎တို႕၏လုပ္ေဆာင္ခ်က္မ်ား 
 ေက်းရြာမွာ မိခင္ႏွင့္ကေလး က်န္းမာေရးကို ေစာင့္ေရွာက္ေပးသူေတြ ဘယ္သူေတြရွိလဲ 
  -ဘယ္သူေတြလဲ 
  -သူတို႕ကဘာေတြကြာၾကလဲ (ကၽြမ္းက်င္မႈ၊ ပညာအရည္အခ်င္း၊ အေတြ႕အၾကံဳ၊ အသက္အရြယ္) 
  -ကိုယ္ဝန္ေဆာင္စဥ္၊ ေမြးဖြားစဥ္ ႏွင့္ မီးတြင္းကာလေတြမွာ ဘာေစာင့္ေရွာက္မႈေတြရလဲ 
-သူတို႕ကတျခားေကာ ဘာေတြလုပ္ေပးလဲ (ကိုယ္ဝန္တားေဆး ေပးတာ/ကေလးကို 
ကာကြယ္ေဆးထိုးေပးတာ) 
-အဲ့အျပင္ တျခားတျခားေကာ ဘာေတြလုပ္ေသးလဲ  
(က်န္းမာေရးေဟာေျပာပြဲ/ လူထုအစည္းအေဝး/ေဆြးေႏြးအၾကံေပးျခင္း) 
-ရြာထဲမွာရွိတဲ့ မိခင္ေတြက ဘယ္သူနဲ႕ျပဖို႕ ဘယ္လိုေရြးခ်ယ္ၾကလဲ (ရင္းႏွီးခင္မင္မႈ၊ ယံုၾကည္မႈ၊ 
စရိတ္စက) 







-သူတို႕ရွိေနတဲ့အတြက္ ရြာမွာ ဘာေတြပိုေကာင္းလာသလဲ 










 အရန္သားဖြားဆရာမမ်ားဆီက ဘာေမွ်ာ္လင့္လဲ 
  -ေရာဂါကာကြယ္ေရး (က်န္းမာေရးပညာေပးျခင္း၊ ႏွစ္သိမ့္ေဆြးေႏြးျခင္း) 
  -ေဆးကုသေပးျခင္း (ေသာက္ေဆးေပးျခင္း) 
  -လတ္တေလာမလုပ္ေသာ္လည္း သင္ျဖစ္ေစခ်င္ေသာ က်န္းမာေရးေစာင့္ေရွာက္မႈ 
 အရန္သားဖြားဆရာမမ်ားအေပၚ လူထု၏ သေဘာထား 
  -ရြာမွာအရန္သားဖြားဆရာမ ရွိျခင္းရဲ႕အက်ိဳးေက်းဇူး 
  -အရန္သားဖြားဆရာမ ရွိၿပီးေနာက္ ေျပာင္းလဲတိုးတက္လာမႈ 
 
၆. အရန္သားဖြားဆရာမမ်ားထပ္မံျပဳလုပ္ႏုိင္ရန္ျဖစ္ႏုိင္ေခ်ရိွသည့္ က်န္းမာေရးေစာင့္ေရွာက္မႈမ်ားအားေဆြးေႏြးျခင္း 




 -အကိ်ဳးရွိမလား၊ မရွိဘူးလား 




 -အကိ်ဳးရွိမလား၊ မရွိဘူးလား 
 





အုပ္စုဖြ႕ဲေဆြးေႏြးျခင္း (ေက်းရြာလူထု)  
သင္၏ကိုယ္ေရးအခ်က္အလက္အနည္းငယ္အား ေမးျမန္းမည္ျဖစ္ပါသည္။ ဤအခ်က္အလက္မ်ားသည္ 
ေက်းရြာတြင္မိခင္ႏွင့္ကေလးက်န္းမာေရးေစာင့္ေရွာက္မႈလုပ္ငန္းမ်ားတြင္အရံသားဖြားဆရာမမ်ား၏ 
အခန္းက႑အေပၚသုေတသနျပဳလုပ္ရန္အတြက္အေထာက္အကူျပဳေစရန္ျဖစ္ပါသည္။ 
သင္မေျဖဆုိလိုေသာေမးခြန္းမ်ားကို ေျဖဆိုရန္ျငင္းဆန္ႏိုင္ပါသည္။ သင္၏ကိုယ္ေရးအခ်က္အလက္မ်ားအား 
သုေတသနအတြက္သာ ေမးျမန္းျခင္းျဖစ္ၿပီး အျခားမည္သူ႕ကိုမွ် ထုတ္ေဖာ္ေျပာၾကားျခင္းမျပဳပါ။ ထို႕ျပင္ 
ေကာက္ယူရရွိေသာအခ်က္အလက္မ်ားကို   လံုျခံဳစြာသိမ္းဆည္းထားမည္ျဖစ္ပါသည္။ 
၁ အသက္ (ျပည့္ၿပီးအသက္)  
၂ က်ား၊မ                               က်ား (၁)         မ (၂)   
၃ အိမ္ေထာင္ေရးအေျခအေန 
(၁) အပ်ိဳ၊လူပ်ိဳ  
(၂) အိမ္ေထာင္ရွိ 
(၃) အိမ္ေထာင္ကြဲ 
(၄) မုဆိုးမ  
 
၄ အငယ္ဆံုးကေလး အသက္ (စုစုေပါင္းလ)  
၅ ပညာေရးအေျခအေန 
(၁) မူလတန္း (သူငယ္တန္းမွ ၄တန္း 
(၂) အလယ္တန္း (၄တန္းေအာင္မွ ၈တန္း) 
(၃) အထက္တန္း (၈တန္းေအာင္မွ ၁၀တန္း) 




(၁) မီွခို၊ အၿငိမ္းစား 
(၂) လက္လုပ္ လက္စား 
(၃) လယ္သမား 
(၄) ကိုယ္ပို္င္လုပ္ငန္း (အေသးစား) 
(၅) ကိုယ္ပို္င္လုပ္ငန္း (အႀကီးစား) 
(၆) အစုိးရဝန္ထမ္း 
(၇) အျခား (ေဖာ္ျပပါ) ……………………………….. 
 
၇ စုစုေပါင္းကေလး အေရအတြက္ (ေသဆံုးကေလးမပါ)  













၁. ကေလးေမြးဖြားျခင္းႏွင့္ ပတ္သက္သည့္လက္ရွိအေလ့အထ 
ရြာမွာ အမ်ိဳးသမီးအမ်ားစု ကေလးဘယ္လိုေမြးၾကသလဲ 
  -ဘယ္သူနဲ႕ေမြးလဲ 
  -ဘယ္မွာေမြးလဲ 
  -အ္ိမ္မွာ (သို႔မဟုတ္)ေဆးရံုမွာ ေမြးၾကတာ ဘာေၾကာင့္လဲ 
  -ဘယ္သူက အဲ့လိုေမြးဖို႕ အဓိကဆံုးျဖတ္တာ ဘယ္သူလဲ 
 
၂. ကေလးေမြးဖြားခ်ိန္ႏွင့္ မီးတြင္းကာလ အသံုးျပဳသည့္ေဆးဝါးမ်ား 
 ကေလးေမြးဖြားခ်ိန္ႏွင့္ မီးတြင္းကာလေတြမွာ ဘာေဆးေတြသံုးၾကသလဲ 
   -ဗိုက္နာခ်ိန္၊ ေမြးတဲ့အခ်ိန္၊ မီးတြင္းမွာ ဘာေဆးေတြသံုးလဲ 
   -ဘာေၾကာင့္သံုးတာလဲ(ေမြးရလြယ္ေအာင္လို႕လား/ေသြးတိတ္ေအာင္လို႕လား) 
   -ဘာေဆးေတြလဲ/ဘယ္ကရလဲ/ဘယ္သူကေပးလဲ 
-ဘယ္ေလာက္ေပးဝယ္ရလဲ/ဘယ္သူကသံုးဖို႕ေျပာတာလဲ 
 
၃. ေက်းရြာရွိ က်န္းမာေရးေစာင့္ေရွာက္သူႏွင့္ ၎တို႕၏လုပ္ေဆာင္ခ်က္မ်ား 
 ေက်းရြာမွာ မိခင္ႏွင့္ကေလး က်န္းမာေရးကို ေစာင့္ေရွာက္ေပးသူေတြ ဘယ္သူေတြရွိလဲ 
  -ဘယ္သူေတြလဲ 
  -သူတို႕ကဘာေတြကြာၾကလဲ 
(ကၽြမ္းက်င္မႈ၊ ပညာအရည္အခ်င္း၊ အေတြ႕အၾကံဳ၊ အသက္အရြယ္) 





-ရြာထဲမွာရွိတဲ့ မိခင္ေတြက ဘယ္သူနဲ႕ျပဖို႕ ဘယ္လိုေရြးခ်ယ္ၾကလဲ (ရင္းႏွီးခင္မင္မႈ၊ 








-သူတို႕ရွိေနတဲ့အတြက္ ရြာမွာ ဘာေတြပိုေကာင္းလာသလဲ 










 အရန္သားဖြားဆရာမမ်ားဆီက ဘာေမွ်ာ္လင့္လဲ 
  -ေရာဂါကာကြယ္ေရး (က်န္းမာေရးပညာေပးျခင္း၊ ႏွစ္သိမ့္ေဆြးေႏြးျခင္း) 
  -ေဆးကုသေပးျခင္း (ေသာက္ေဆးေပးျခင္း) 
  -လတ္တေလာမလုပ္ေသာ္လည္း သင္ျဖစ္ေစခ်င္ေသာ က်န္းမာေရးေစာင့္ေရွာက္မႈ 
 အရန္သားဖြားဆရာမမ်ားအေပၚ လူထု၏ သေဘာထား 
  -ရြာမွာအရန္သားဖြားဆရာမ ရွိျခင္းရဲ႕အက်ိဳးေက်းဇူး 
  -အရန္သားဖြားဆရာမ ရွိၿပီးေနာက္ေျပာင္းလဲတိုးတက္လာမႈ 
 
၆. အရန္သားဖြားဆရာမမ်ားထပ္မံျပဳလုပ္ႏုိင္ရန္ျဖစ္ႏုိင္ေခ်ရိွသည့္ က်န္းမာေရးေစာင့္ေရွာက္မႈမ်ားအားေဆြးေႏြးျခင္း 




 -အကိ်ဳးရွိမလား၊ မရွိဘူးလား 




 -အကိ်ဳးရွိမလား၊ မရွိဘူးလား 
 

















အုပ္စုဖြဲ႕ေဆြးေႏြးျခင္း (အရံသားဖြားဆရာမ)  
သင္၏ကိုယ္ေရးအခ်က္အလက္အနည္းငယ္အား ေမးျမန္းမည္ျဖစ္ပါသည္။ ဤအခ်က္အလက္မ်ားသည္ 
ေက်းရြာတြင္မိခင္ႏွင့္ကေလးက်န္းမာေရးေစာင့္ေရွာက္မႈလုပ္ငန္းမ်ားတြင္အရံသားဖြားဆရာမမ်ား၏ 
အခန္းက႑အေပၚသုေတသနျပဳလုပ္ရန္အတြက္အေထာက္အကူျပဳေစရန္ျဖစ္ပါသည္။ 
သင္မေျဖဆုိလိုေသာေမးခြန္းမ်ားကို ေျဖဆိုရန္ျငင္းဆန္ႏိုင္ပါသည္။ သင္၏ကိုယ္ေရးအခ်က္အလက္မ်ားအား 
သုေတသနအတြက္သာ ေမးျမန္းျခင္းျဖစ္ၿပီး အျခားမည္သူ႕ကိုမွ် ထုတ္ေဖာ္ေျပာၾကားျခင္းမျပဳပါ။ ထို႕ျပင္ 
ေကာက္ယူရရွိေသာအခ်က္အလက္မ်ားကို   လံုျခံဳစြာသိမ္းဆည္းထားမည္ျဖစ္ပါသည္။ 








(၁) မူလတန္း (သူငယ္တန္းမွ ၄တန္း 
(၂) အလယ္တန္း (၄တန္းေအာင္မွ ၈တန္း) 
(၃) အထက္တန္း (၈တန္းေအာင္မွ ၁၀တန္း) 
(၄) တက ၠသိုလ္ပညာေရး 
(၅) ဘြ႕ဲရ 
 
၄ အရံသားဖြားဆရာမအျဖစ္ လုပ္ကိုင္ခဲ့သည့္ ႏွစ္ေပါင္း (ႏွစ္)   
၅ တစ္ႏွစ္အတြင္း ပ်မ္းမွ်ေမြးဖြားေပးခဲ့သည့္ မိခင္ေပါင္း (မိခင္အေယာက္ေပါင္း)  
၆ အရံသားဖြားသင္တန္းတက္ေရာက္ခဲ့သည့္ ခုႏွစ္   
၇ အရံသားဖြား သင္တန္းကာလ …………….ရက္…………..… လ……………. ႏွစ္  
၈ ေနာက္ဆံုးရရွိခဲ့သည့္ မိခင္ႏွင့္ကေလးက်န္းမာေရးသင္တန္း၏ ခုႏွစ္   
၉ အလုပ္အကိုင္ 
(၁) မီွခို၊ အၿငိမ္းစား 
(၂) လက္လုပ္ လက္စား 
(၃) လယ္သမား 
(၄) ကိုယ္ပို္င္လုပ္ငန္း (အေသးစား) 
(၅) ကိုယ္ပို္င္လုပ္ငန္း (အႀကီးစား) 
(၆) အစုိးရဝန္ထမ္း 
(၇) အရံသားဖြားဆရာမလုပ္ငန္းမွလြဲ၍ အျခားအလုပ္မလုပ္ပါ။  
(၈) အျခား (ေဖာ္ျပပါ) ……………………………….. 
 
၁၀ မိခင္မ်ားအား ကေလးေမြးဖြားေပးစဥ္ ႏွင့္ မီးတြင္းကာလမ်ားတြင္ 
ေဆးဝါးမ်ားအသံုးျပဳေလ့ရိွပါသလား။ 
၁. အေနာက္တိုင္း ေသာက္ေဆး (၁) သံုး (၀) မသံုး 
၂. ဗမာတိုင္းရင္းေဆး ေသာက္ေဆး (၁) သံုး (၀) မသံုး 
၃. ဗမာတိုင္းရင္းေဆး ရႈေဆး (၁) သံုး (၀) မသံုး 
၄. ထိုးေဆး (၁) သံုး (၀) မသံုး 









၁. ကေလးေမြးဖြားျခင္းႏွင့္ပတ္သက္သည့္ လက္ရွိအေလ့အထ 
ရြာမွာ မိခင္ေတြကို ကေလးေမြးစဥ္အခ်ိန္နဲ႕ မီးတြင္းကာလေတြမွာ 
ဘာေတြျပဳလုပ္ေပးလဲဆိုတာေျပာျပေပးပါ။ 
 -မီးဖြားစဥ္ဘာလုပ္ေပးလဲ/ေမြးၿပီးမီးတြင္းကာလေတြမွာ သင္ဘာလုပ္ေပးလဲ 




-ဘယ္လိုအေျခအေနမ်ိဳးမွာ ေဆးရံု၊ေဆးခန္းေတြကို  
(လႊဲခဲ့ရလဲ/ဘယ္လိုလႊဲလဲ/ဘယ္သူေတြက ကူညီၾကလဲ/ဘယ္ကိုလႊဲလဲ) 
 
၂. ကေလးေမြးဖြားစဥ္ႏွင့္ မီးတြင္းကာလတြင္ အသံုးျပဳသည့္ေဆးဝါးမ်ား 
 ကေလးေမြးဖြားစဥ္ႏွင့္ မီးတြင္းကာလေတြမွာ ဘာေဆးေတြသံုးေလ့ရွိလဲ 









၃. ေက်းရြာရွိက်န္းမာေရးေစာင့္ေရွာက္သူႏွင့္ ၎တို႕၏လုပ္ေဆာင္မႈမ်ား 
 ေက်းရြာမွာ မိခင္ႏွင့္ကေလးက်န္းမာေရးေစာင့္ေရွာက္ေပးသူေတြဘယ္သူေတြရွိလဲ 






 -တူတူတြၿဲပီး လုပ္ေဆာင္တာမ်ိဳးရွိလား 
  -တစ္ေယာက္နဲ႕တစ္ေယာက္ ကူညီတာမ်ိဳးရွိလား 
  -အစဥ္မေျပတာေကာရိွလား 
  -ဘယ္သူေတြနဲ႕ တြလဲုပ္ရတာအဆင္ေျပၿပီး/ဘယ္သူေတြနဲ႕အဆင္မေျပဘူးလဲ 
  -ဘယ္လိုအခက္အခဲေတြရွိလဲ 
  -ရြာမွာရွိတဲ့ ဘယ္လိုအမ်ိဳးသမီးေတြက အမ၊ညီမ တို႕န႕ဲေမြးေလ့ရွိၾကလဲ/ဘာေၾကာင့္လဲ 
 
၄. အရန္သားဖြားဆရာမတစ္ဦးအေနႏွင့္ၾကံဳေတြ႕ရသည့္ အခက္အခဲ အဟန္႔အတားမ်ား 
အရန္သားဖြားဆရာမတစ္ဦးအေနႏွင့္ အလုပ္လုပ္ရာမွာ ၾကံဳေတြ႕ရသည့္ အခက္အခဲ အဟန္႔အတားမ်ားကို 
ေျပာျပပါ 
 -အဓိက ဘယ္လိုအခက္အခဲမ်ိဳး(ဘယ္သူေတြနဲ႕/ေက်းရြာလူထု/မိခင္) 
 -ကိုယ့္အလုပ္ကို အေကာင္းဆံုးလုပ္ႏိုင္ဖို႕ ဘယ္လိုအေထာက္အပံ့မ်ိဳးေတြလိုလဲ 
 -ကိုယ္တတ္ကၽြမ္းတဲ့ပညာနဲ႕ လုပ္ႏိုင္တာကြာျခားမႈရွိလား 
 -သင္တန္းတုန္းက သင္တာနဲ႕ လက္ေတြ႕မွာဘာေတြကြာျခားမႈရွိလဲ 
 -ဘာေတြပိုသိဖို႕ ထပ္သင္ဖို႕လိုလဲ 310
QUESTIONNAIRES & GUIDES
 -ေက်းရြာ က်န္းမာေရးေစာင့္ေရွာက္မႈေပးတဲ့အခါမွာ ဘာေတြလိုအပ္ေနတယ္ထင္လဲ 
(ေဆးဝါး/ပညာပုိင္းဆိုင္ရာ/လူထုအကူအညီ) 
မီးဖြားစဥ္ႏွင့္ မီးတြင္းကာလေတြမွာ အရည္အေသြးျပည့္ဝစြာ 
က်န္းမာေရးေစာင့္ေရွာက္မႈေပးႏိုင္ဖို႕ေတြ႕ၾကံဳရတဲ့ အခက္အခဲအဟန္႕အတားမ်ား 
 -လူထုကကိုယ့္ကို အရန္သားဖြားဆရာမတစ္ဦးအေနနဲ႕ ဘာေတြေမွ်ာ္လင့္ထားလဲ 
 -ကိုယ္က ဘာေတြလုပ္ေပးႏိုင္ၿပီး/ဘာေတြမလုပ္ေပးႏိုင္ဘူးလဲ/ဘာေၾကာင့္လဲ 
 -လူထုရဲ႕အကူအညီ၊ အေထာက္အပံ့ေကာရလား/ဘာေၾကာင့္လဲ 
 -လူထုအတြက္က်န္းမာေရးလုပ္ငန္းေတြလုပ္ေဆာင္ရာမွာ ၾကံဳေတြ႕ရတဲ့အခက္အခဲေတြကိုေျပာျပပါ 





၅. လုပ္ငန္းတာဝန္ေပးျခင္းဆိုင္ရာ ျဖစ္ႏိုင္ေျခရိွ၊ မရွိ 
 အရန္သားဖြားဆရာမတစ္ဦးအေနႏွင့္ အခုေမးတဲ့ လုပ္ငန္းတာဝန္ေတြကို လုပ္ႏိုင္၊မလုပ္ႏိုင္၊ ျဖစ္ႏုိင္၊ 
မျဖစ္ႏိုင္ေမးျမန္းျခင္းျဖစ္ပါတယ္။ 
 -မီးတြင္းကာလမွာ ေသြးသြန္ျခင္းကို ၾကံဳေတြ႕လာခဲ့လွ်င္ ဘာလုပ္သင့္သလဲ 
 -အဲလ့ိုမ်ိဳးမျဖစ္ေအာင္ ဘယ္လိုကာကြယ္လို႕ရလဲဘာေတြလိုအပ္မယ္ထင္လဲ 
 -ကိုယ္ဝန္ေဆာင္မိခင္ေတြကို ေဆးတိုက္ေလ့ရွိလား(ဘာေဆးေတြတိုက္လဲ/အားေဆးလား) 
 -အကယ္၍ကိုယ္ဝန္ေဆာင္မိခင္ကို ေသာက္ေဆးတစ္မ်ိဳးတာဝန္ယူၿပီး တိုက္ရမယ္ဆိုလွ်င္ျဖစ္ႏို္င္ပါသလား 
 -အဲ့လိုတိုက္ေကၽြးဖို႕ဘာေတြလိုမယ္ထင္လဲ 
 -Misoprostol ဆိုတဲ့ေဆးကိုၾကားဖူးပါသလား 
(ၾကားဖူးရင္ဘယ္ေနရာမွာ ဘာအတြက္ေပးတာလဲ/ဘယ္သူေတြကိုတိုက္လဲ/ဘယ္လိုတိုက္လ)ဲ 
-အကယ္၍မီးတြင္းကာလမွာေသြးသြန္တာကို ကာကြယ္ဖို႕ အဲ့ဒီ့ေဆးကို တာဝန္ယူၿပီးတိုက္ရမယ္ဆိုရင္ 
ျဖစ္ႏိုင္ပါသလား/ဘာေတြလိုအပ္မယ္ထင္လဲ 





-မီးတြင္းကာလမွာ အဖ်ားတက္တဲ့မိခင္ေတြကို ပဋိဇီဝေဆးတစ္မ်ိဳးကို တာဝန္ယူၿပီးတိုက္ေကၽြးရမယ္ဆိုရင္ 
ျဖစ္ႏိုင္မလား/ဘာအခက္အခဲရိွႏိုင္မလဲ 
-ေနာက္ၿပီး ေမြးကင္းစကေလးေတြမွာေရာ အသက္ပံုမွန္မရႈတဲ့ ကေလးမ်ိဳးကို ဘယ္လို အသက္ကယ္ 
ျပဳစုခဲ့ဖူးလဲ…..ဘာလုပ္ရမယ္လို႕ၾကားဖူးလဲ 
-တကယ္လို႕မ်ား သင့္ကို အသက္ရႈကိရိယာ အိပ္နဲ႕ႏွာေခါင္းခြက္ကို သံုးၿပီး အဲ့ကေလးမ်ိဳးကို 




အုပ္စုဖြဲ႕ေဆြးေႏြးျခင္း (သားဖြားဆရာမ)  
သင္၏ကိုယ္ေရးအခ်က္အလက္အနည္းငယ္အား ေမးျမန္းမည္ျဖစ္ပါသည္။ ဤအခ်က္အလက္မ်ားသည္ 
ေက်းရြာတြင္မိခင္ႏွင့္ကေလးက်န္းမာေရးေစာင့္ေရွာက္မႈလုပ္ငန္းမ်ားတြင္အရံသားဖြားဆရာမမ်ား၏ 
အခန္းက႑အေပၚသုေတသနျပဳလုပ္ရန္အတြက္အေထာက္အကူျပဳေစရန္ျဖစ္ပါသည္။ 
သင္မေျဖဆုိလိုေသာေမးခြန္းမ်ားကို ေျဖဆိုရန္ျငင္းဆန္ႏိုင္ပါသည္။ သင္၏ကိုယ္ေရးအခ်က္အလက္မ်ားအား 
သုေတသနအတြက္သာ ေမးျမန္းျခင္းျဖစ္ၿပီး အျခားမည္သူ႕ကိုမွ် ထုတ္ေဖာ္ေျပာၾကားျခင္းမျပဳပါ။ ထို႕ျပင္ 
ေကာက္ယူရရွိေသာအခ်က္အလက္မ်ားကို   လံုျခံဳစြာသိမ္းဆည္းထားမည္ျဖစ္ပါသည္။ 








(၁) မူလတန္း (သူငယ္တန္းမွ ၄တန္း) 
(၂) အလယ္တန္း (၄တန္းေအာင္မွ ၈တန္း) 
(၃) အထက္တန္း (၈တန္းေအာင္မွ ၁၀တန္း) 
(၄) တက ၠသိုလ္ပညာေရး  
(၅) ဘြ႕ဲရ 
 
၄ သားဖြားဆရာမအျဖစ္ စတင္လုပ္ကိုင္ခဲ့သည့္ ခုႏွစ္ (ခုႏွစ္အတိအက်)  
၅ ဤၿမိဳ႕နယ္တြင္ သားဖြားဆရာမအျဖစ္ တာဝန္ထမ္းေဆာင္္ခဲ့သည့္ ႏွစ္ေပါင္း 
(ႏွစ္အေရအတြက္) 
 
၆ တစ္ႏွစ္အတြင္း ပ်မ္းမွ်ေမြးဖြားေပးခဲ့သည့္ မိခင္ေပါင္း (မိခင္အေယာက္ေပါင္း)  
၇ အရံသားဖြားဆရာမမ်ားအား ႀကီးၾကပ္သူအျဖစ္ ေဆာင္ရြက္ေပးသည့္ ႏွစ္ေပါင္း 
(ႏွစ္အေရအတြက္) 
 
၈ မိခင္မ်ားအား ကေလးေမြးဖြားေပးစဥ္ ႏွင့္ မီးတြင္းကာလမ်ားတြင္ 
ေဆးဝါးမ်ားအသံုးျပဳေလ့ရိွပါသလား။ 
၁. အေနာက္တိုင္း ေသာက္ေဆး (၁) သံုး (၀) မသံုး 
၂. ဗမာတိုင္းရင္းေဆး ေသာက္ေဆး (၁) သံုး (၀) မသံုး 
၃. ဗမာတိုင္းရင္းေဆး ရႈေဆး (၁) သံုး (၀) မသံုး 
၄. ထိုးေဆး (၁) သံုး (၀) မသံုး 















၁. ကေလးေမြးဖြားျခင္းႏွင့္ပတ္သက္သည့္ လက္ရွိအေလ့အထ 
ရြာမွာ မိခင္ေတြကို ကေလးေမြးစဥ္အခ်ိန္နဲ႕ မီးတြင္းကာလေတြမွာ 
ဘာေတြျပဳလုပ္ေပးလဲဆိုတာေျပာျပေပးပါ။ 
 -မီးဖြားစဥ္ဘာလုပ္ေပးလဲ(ေမြးၿပီးမီးတြင္းကာလေတြမွာ သင္ဘာလုပ္ေပးလ)ဲ 







၂. ကေလးေမြးဖြားစဥ္ႏွင့္ မီးတြင္းကာလတြင္ အသံုးျပဳသည့္ေဆးဝါးမ်ား 
 ကေလးေမြးဖြားစဥ္ႏွင့္ မီးတြင္းကာလေတြမွာ ဘာေဆးေတြသံုးေလ့ရွိလဲ 









၃. ေက်းရြာရွိက်န္းမာေရးေစာင့္ေရွာက္သူႏွင့္ ၎တို႕၏လုပ္ေဆာင္မႈမ်ား 





သားဖြားဆရာမတစ္ဦးအေနနဲ႕ ရြာမွာရိွတဲ့ အျခားက်န္းမာေရးေစာင့္ေရွာက္ေပးသူေတြနဲ႔အလုပ္လုပ္ရတာ 
ဘယ္လိုေနလဲ 
 -တူတူတြၿဲပီး လုပ္ေဆာင္တာမ်ိဳးရွိလား 
  -တစ္ေယာက္နဲ႕တစ္ေယာက္ ကူညီတာမ်ိဳးရွိလား 
  -အစဥ္မေျပတာေကာရိွလား 
  -ဘယ္သူေတြနဲ႕ တြလဲုပ္ရတာအဆင္ေျပၿပီး/ဘယ္သူေတြနဲ႕အဆင္မေျပဘူးလဲ 
  -ဘယ္လိုအခက္အခဲေတြရွိလဲ 
  -ရြာမွာရွိတဲ့ ဘယ္လိုအမ်ိဳးသမီးေတြက အမ၊ညီမ တို႕န႕ဲေမြးေလ့ရွိၾကလဲ/ဘာေၾကာင့္လဲ 
 
၄. အရန္သားဖြားဆရာမမ်ား အေပၚသေဘာထားအျမင္ 
 အရန္သားဖြားဆရာမမ်ားအေပၚ ဆရာမတို႕ရ႕ဲ သေဘာထားအျမင္မ်ားကို ေျပာျပပါ။ 
-အရန္သားဖြားဆရာမ ရွိျခင္းက ေက်းရြာက်န္းမာေရးေစာင့္ေရွာက္မႈမွာ 
အေထာက္အကူျဖစ္တယ္လို႕ထင္ပါသလား 
  -သူတို႕ရွိလို႕ေက်းရြာမွာ ဘာေတြသိသိသာသာ တိုးတက္ေျပာင္းလဲသြားလဲ 
  -ကၽြမ္းက်င္မႈ နဲ႕ လုပ္ေဆာင္မႈ 
  -သူတို႕ကိုဘာေတြလုပ္ဖို႕ေမွ်ာ္လင့္လဲ 
  -ကိုယ္ေမွ်ာ္လင့္တဲ့အတိုင္းလုပ္ႏိုင္ၾကလား/မလုပ္ႏုိင္တာေတြဘာေတြရွိလဲ/ဘာေၾကာင့္လဲ 313
APPENDIX C
  -သူတို႕လုပ္တာေတြကိုေရာ ေက်နပ္မႈရွိပါလား/ဘာေတြလိုအပ္ေသးလဲ 
  -သူတို႕လက္ရွိလုပ္ေနတာေတြထက္ ဘာေတြပိုၿပီး လုပ္ေစခ်င္သလဲေျပာျပေပးပါ 
-လက္ရွိအရန္သားဖြားေတြလုပ္ခဲ့တာေတြမွာ တန္ဖိုးအထားဆံုးအႀကိဳက္ဆံုးလုပ္ေဆာင္မႈ 
ကိုေျပာျပပါ 
-စိတ္ထဲမွာအားမလိုအားမရျဖစ္ၿပီး  လက္ရွိ ထက္သူတို႕ကို 
ဘာေတြပိုလုပ္တတ္ေစခ်င္ေသးလဲ/ဘာေတြပိုလုပ္တတ္ရင္ေကာင္းမယ္ထင္လဲ 
 
၅. လုပ္ငန္းတာဝန္ေပးျခင္းဆိုင္ရာ ျဖစ္ႏိုင္ေျခရိွ၊ မရွိ 
သားဖြားဆရာမတစ္ဦးအေနႏွင့္ အခုေမးတဲ့ လုပ္ငန္းတာဝန္ေတြကို အရန္သားဖြားဆရာမမ်ားအေနနဲ႕ 
လုပ္ႏိုင္၊မလုပ္ႏိုင္၊ ျဖစ္ႏိုင္၊ မျဖစ္ႏိုင္ေမးျမန္းျခင္းျဖစ္ပါတယ္။  
-ကိုယ္ဝန္ေဆာင္မိခင္ေတြကိုေသာက္ေဆးတာဝန္ယူတိုက္ေကၽြးေစျခင္း 
(ျဖစ္ႏိုင္/မျဖစ္ႏိုင္/ဘာေၾကာင့္လ)ဲ 
- မီးတြင္းကာလမွာေသြးသြန္တာကို ကာကြယ္ဖို႕ Misoprostol ဆိုတဲ့ေဆးကို 
အရန္သားဖြားဆရာမမ်ားက တာဝန္ယူၿပီးတိုက္ေကၽြးေစျခင္း 
(ျဖစ္ႏိုင္/မျဖစ္ႏိုင္/ဘာေၾကာင့္လ)ဲ 
-မီးတြင္းကာလမွာေသြးသြန္တာကို ကုသဖို႕ Misoprostol ဆိုတဲ့ေဆးကို 
အရန္သားဖြားဆရာမမ်ားက တာဝန္ယူၿပီးတိုက္ေကၽြးေစျခင္း ႏွင့္ လႊဲေပေျပာင္းေစျခင္း 
(ျဖစ္ႏိုင္/မျဖစ္ႏိုင္/ဘာေၾကာင့္လဲ) 
-မီးတြင္းကာလမွာ အဖ်ားတက္တာကို ကုသဖို႕ ပဋိဇီဝေဆးတစ္မ်ိဳးကို အရန္သားဖြားဆရာမမ်ားက 
တာဝန္ယူၿပီးတိုက္ေကၽြးေစျခင္း  
(ျဖစ္ႏိုင္/မျဖစ္ႏိုင္/ဘာေၾကာင့္လဲ) 
-ေနာက္ၿပီး ေမြးကင္းစကေလးေတြမွာေရာ အသက္ပံုမွန္မရႈတဲ့ ကေလးမ်ိဳးကို အသက္ရႈကိရိယာ 
အိပ္နဲ႕ႏွာေခါင္းခြက္ကို သံုးၿပီး အသက္ကယ္ျပဳစု 
ေစာင့္ေရွာက္ခုိင္းမယ္ဆိုရင္ေကာအရန္သားဖြားဆရာမ်ားအေနနဲ႕ျဖစ္ႏိုင္မလား 
(ျဖစ္ႏိုင္/မျဖစ္ႏိုင္/ဘာေၾကာင့္လဲ)ဲ 
-အကယ္၍မ်ား အဲ့လုပ္ငန္းေတြကို အရန္သားဖြားဆရာမေတြကို တာဝန္ယူလုပ္ခိုင္းမယ္ဆိုရင္ 







အဓိကသတင္းအခ်က္အလက္ေပးသူႏွင့္ တစ္ဦးခ်င္းေဆြးေႏြးျခင္း (က်န္းမာေရးဝန္ထမ္း)  
သင္၏ကိုယ္ေရးအခ်က္အလက္အနည္းငယ္အား ေမးျမန္းမည္ျဖစ္ပါသည္။ ဤအခ်က္အလက္မ်ားသည္ 
ေက်းရြာတြင္မိခင္ႏွင့္ကေလးက်န္းမာေရးေစာင့္ေရွာက္မႈလုပ္ငန္းမ်ားတြင္အရံသားဖြားဆရာမမ်ား၏ 
အခန္းက႑အေပၚသုေတသနျပဳလုပ္ရန္အတြက္အေထာက္အကူျပဳေစရန္ျဖစ္ပါသည္။ 
သင္မေျဖဆုိလိုေသာေမးခြန္းမ်ားကို ေျဖဆိုရန္ျငင္းဆန္ႏိုင္ပါသည္။ သင္၏ကိုယ္ေရးအခ်က္အလက္မ်ားအား 
သုေတသနအတြက္သာ ေမးျမန္းျခင္းျဖစ္ၿပီး အျခားမည္သူ႕ကိုမွ် ထုတ္ေဖာ္ေျပာၾကားျခင္းမျပဳပါ။ ထို႕ျပင္ 
ေကာက္ယူရရွိေသာအခ်က္အလက္မ်ားကို   လံုျခံဳစြာသိမ္းဆည္းထားမည္ျဖစ္ပါသည္။ 
၁ အသက္ (ျပည့္ၿပီးအသက္)  
၂ ပညာေရးအေျခအေန 
(၁) မူလတန္း (သူငယ္တန္းမွ ၄တန္း) 
(၂) အလယ္တန္း (၄တန္းေအာင္မွ ၈တန္း) 
(၃) အထက္တန္း (၈တန္းေအာင္မွ ၁၀တန္း) 
(၄) တက ၠသိုလ္ပညာေရး  
(၅) ဘြ႕ဲရ 
 
၃ အစိုးရဝန္ထမ္းအျဖစ္ တာဝန္ထမ္းေဆာင္္ခဲ့သည့္ ႏွစ္ေပါင္း (ႏွစ္အေရအတြက္)  
၄ လက္ရွိရာထူး (ေဖာ္ျပပါ)  
၅ လက္ရွိရာထူးျဖင့္ တာဝန္ထမ္းေဆာင္ခဲ့သည့္ ႏွစ္ေပါင္း (ႏွစ္အေရအတြက္)  
၆ အရံသားဖြားဆရာမမ်ား ေမြးထုတ္ျခင္းအစီအစဥ္ ႏွင့္ ၎တို႕၏လုပ္ငန္းေဆာင္တာမ်ားတြင္ 
သင္၏အခန္းက႑  
(၁) သင္တန္းသူမ်ား ေရြးခ်ယ္ျခင္း 
(၂) သင္တန္းေပးျခင္း 
(၃) ႀကီးၾကပ္ျခင္း  
(၄) စီမံခန္႕ခြျဲခင္း 


























အဓိကသတင္းအခ်က္အလက္ေပးသူႏွင့္ တစ္ဦးခ်င္းေဆြးေႏြးျခင္း ႏွင့္ သက္ဆို္င္ရာလမ္းၫႊန္ေမးခြန္းလႊာ 
 
(၁) အဓိကသတင္းအခ်က္အလက္ေပးသူႏွင့္ တစ္ဦးခ်င္းေဆြးေႏြးျခင္း (က်န္းမာေရးဝန္ထမ္း၊ ဆံုးျဖစ္ခ်က္ခ်သူမ်ား)  
၁. ေက်းရြာအဆင့္ရွိ မိခင္ႏွင့္ကေလးက်န္းမာေရး ေစာင့္ေရွာက္မႈလုပ္ငန္းမ်ားကို အဓိကျပဳလုပ္ေနတဲ့ 
လူေတြကိုေျပာျပေပးပါ။ 
 -ဘယ္သူေတြလဲ 
 -တစ္ဦးနဲ႕တစ္ဦး ဘယ္လိုကြာလဲ(ကၽြမ္းက်င္မႈ၊ အသက္အရြယ္၊ အေတြ႕အၾကံဳ) 
-သူတို႕ေတြလုပ္ေပးတဲ့ ကိုယ္ဝန္ေဆာင္ေစာင့္ေရွာက္မႈ၊ ေမြးဖြားေပးမႈ န႕ဲ 
မီးတြင္းကာလျပဴစုေစာင့္ေရွာက္မႈေတြ ကဘာေတြဘယ္လိုကြာျခားမႈရွိလဲ (လူ၊ေနရာ စသျဖင့္) 
တျခားက်န္းမာေရးေစာင့္ေရွာက္မႈေတြ/ကာကြယ္ေဆးထိုးတာ/ပဋိသေႏ ၶတားေဆးေပးတာ) 







 ၂. အရန္သားဖြားဆရာမမ်ားအေပၚ သေဘာထားအျမင္ 
  -အရန္သားဖြားဆရာမမ်ားသင္တန္းေပးေမြးထုတ္ျခင္းအေပၚသင့္ရဲ႕သေဘာထားအျမင္ကိုေျပာျပပါ။ 







 ၃. အရန္သားဖြားဆရာမမ်ား သင္တန္းေပးေမြးထုတ္ျခင္း စီမံကိန္း၏အက်ိဳးသက္ေရာက္မႈ 
  -အရန္သားဖြားဆရာမမ်ား သင္တန္းေပးေမြးထုတ္ျခင္း စီမံကိန္း၏အဓိက ရည္မွန္းခ်က္ကဘာပါလဲ 




လုပ္ငန္းမ်ားတာဝန္ေပးလုပ္ေစတဲ့အပိုင္းေတြမွာ ေတြ႕ၾကံဳရတဲ့ အခက္အခဲမ်ားကို ေျပာျပေပးပါ 
(ေရြးခ်ယ္ျခင္း/သင္တန္းေပးျခင္း/ႀကီးၾကပ္ျခင္း/ပစၥည္းကိရိယာမ်ားရရိွမႈ/စာရင္းဇယားေကာက္ယူမႈ
စစ္းစစ္မႈ) 
-ေတြ႕ၾကံဳရတဲ့ အခက္အခဲေတြကို ဘာေတြဘယ္လိုေျဖရွင္းႏိုင္ခဲ့လဲ/မေျဖရွင္းႏိုင္တာဘာေတြရွိလဲ 
 
 ၄. လုပ္ငန္းတာဝန္ေပးအပ္ျခင္းဆိုင္ရာ ျဖစ္ႏိုင္ေျခရိွမရွိ 
  -အရန္သားဖြားဆရာမမ်ားအားလုပ္ငန္းတာဝန္ေပးအပ္ျခင္းဆိုင္ရာလမ္းၫႊန္မႈအားၾကားဖူးပါသလား 
  -လက္ရွိလုပ္ငန္းေတြမွာဘာေတြလုပ္ႏိုင္ၿပီးဘာေတြမလုပ္ႏို္င္တာရွိလဲ 
ဘာျဖစ္လို႕အဲ့လိုျဖစ္တယ္လို႕ထင္လဲ 





၅. လုပ္ငန္းတာဝန္ေပးျခင္းဆိုင္ရာ ျဖစ္ႏိုင္ေျခရိွ၊ မရွိ 
သားဖြားဆရာမတစ္ဦးအေနႏွင့္ အခုေမးတဲ့ လုပ္ငန္းတာဝန္ေတြကို 
အရန္သားဖြားဆရာမမ်ားအေနနဲ႕ လုပ္ႏိုင္၊မလုပ္ႏိုင္၊ ျဖစ္ႏိုင္၊ မျဖစ္ႏိုင္ေမးျမန္းျခင္းျဖစ္ပါတယ္။  
-ကိုယ္ဝန္ေဆာင္မိခင္ေတြကိုေသာက္ေဆးတာဝန္ယူတိုက္ေကၽြးေစျခင္း 
(ျဖစ္ႏိုင္/မျဖစ္ႏိုင္/ဘာေၾကာင့္လ)ဲ 
- မီးတြင္းကာလမွာေသြးသြန္တာကို ကာကြယ္ဖို႕ Misoprostol ဆိုတဲ့ေဆးကို 
အရန္သားဖြားဆရာမမ်ားက တာဝန္ယူၿပီးတိုက္ေကၽြးေစျခင္း 
(ျဖစ္ႏိုင္/မျဖစ္ႏိုင္/ဘာေၾကာင့္လ)ဲ 
-မီးတြင္းကာလမွာေသြးသြန္တာကို ကုသဖို႕ Misoprostol ဆိုတဲ့ေဆးကို 
အရန္သားဖြားဆရာမမ်ားက တာဝန္ယူၿပီးတိုက္ေကၽြးေစျခင္း ႏွင့္ လႊဲေပေျပာင္းေစျခင္း 
(ျဖစ္ႏိုင္/မျဖစ္ႏိုင္/ဘာေၾကာင့္လ)ဲ 
-မီးတြင္းကာလမွာ အဖ်ားတက္တာကို ကုသဖို႕ ပဋိဇီဝေဆးတစ္မ်ိဳးကို အရန္သားဖြားဆရာမမ်ားက 
တာဝန္ယူၿပီးတိုက္ေကၽြးေစျခင္း  
(ျဖစ္ႏိုင္/မျဖစ္ႏိုင္/ဘာေၾကာင့္လ)ဲ 
-ေနာက္ၿပီး ေမြးကင္းစကေလးေတြမွာေရာ အသက္ပံုမွန္မရႈတဲ့ ကေလးမ်ိဳးကို အသက္ရႈကိရိယာ 
အိပ္နဲ႕ႏွာေခါင္းခြက္ကို သံုးၿပီး အသက္ကယ္ျပဳစုေစာင့္ေရွာက္ခိုင္းမယဆိုရင္ေကာ 
(ျဖစ္ႏိုင္/မျဖစ္ႏိုင္/ဘာေၾကာင့္လ)ဲ 
-အကယ္၍မ်ား အဲ့လုပ္ငန္းေတြကို အရန္သားဖြားဆရာမေတြကို တာဝန္ယူလုပ္ခိုင္းမယ္ဆိုရင္ 
ဘယ္လိုဟာမ်ိဳးကို တာဝန္ယူလုပ္ခိုင္းေစသင့္သလဲ (ဘာေၾကာင့္လဲ/ဘာေတြကိုေတာ့ 
မလုပ္ခုိင္းသင့္ဖူးလဲ/ဘာျဖစ္လို႕လ/ဲဘာေတြလုပ္ေပးရင္သူတို႕အဲ့ဒါေတြအားလံုးလုပ္ေပးႏိုင္မယ္/ 
လုပ္ခိုင္းလို႕ျဖစ္တယ္ထင္လဲ 
-သင့္အေနနဲ႔ ဘယ္လိုအေျခအေနမ်ိဳးမွာ အရန္သားဖြားဆရာမတစ္ဦးဟာ 
အထက္ကေျပာခဲ့တ့တဲာဝန္ေတြကို လုပ္ႏိုင္၊ မလုပ္ႏို္င္၊ လုပ္ေစရန္သင့္၊မသင့္ ေျပာျပပါ 
(ေဝးလံေခါင္ဖ်ားေဒသ/သင္တန္းအေျခအေနစသျဖင့္/ 
-ၾကံဳေတြ႕ရမည့္ အခက္အခဲမ်ား 









ျမန္မာနုိင္ငံ၊ လူထုအေျချပဳ မိခင္ႏွင့္ကေလး က်န္းမာေရးေစာင့္ေရွာက္မႈလုပ္ငန္းမ်ား ေဆာင္ရြက္ေနသည့္ 
အရန္သားဖြားဆရာမမ်ား၏ အခန္းက႑ ျမွင့္တင္နုိင္ေရးဆုိင္ရာ ဆန္းစစ္မႈသုေတသန 
၁။ အမွတ္စဥ ္ |__|__|__| 
၂။ ေနထုိင္ရာေက်းရြာအမည္ ------------------ |__|__| 
၃။ ေက်းလက္က်န္းမာေရးဌာနခြဲအမည္ (Sub center) ------------------ |__|__| 
၄။ ေက်းလက္က်န္းမာေရးဌာန (RHC) ------------------ |__|__| 
၅။ ျမိဳ႕နယ္ (ဂန္႔ေဂါ = ဝ၁၊  ငဖဲ = ဝ၂၊ ဆိပ္ျဖဴ=၀၃) |__|__| 
၆။ ေဝးလံေခါင္ဖ်ားေသာေဒသ ၁။ ဟုတ္ ၂။ မဟုတ္ |__| 
 
အပုိင္း၁။ ကုိယ္ေရးအခ်က္အလက္ Coding 
၁။ ေျဖဆုိသူ၏အသက္ (ျပည့္ျပီးႏွစ)္ ----------------ႏွစ္ |__|__| 
၂။ ပညာအရည္အခ်င္း ၁။ မူလတန္းပညာအဆင့္  
 (သူငယ္တန္းမွ စတုတၱတန္းအထိ) 
၂။ အလယ္တန္းပညာအဆင့္  
 (စတုတၳတန္းေအာင္မွ အဌမတန္းအထိ) 
၃။ အထက္တန္းပညာအဆင့္  




၃။ လူမ်ိဳး ၁။ ဗမာ 
၂။ အျခား (ေဖာ္ျပပါ)------------------- 
|__| 
၄။ လက္ရွ ိေက်းရြာတြင္ ေနထုိင္ခဲ့ 
သည့္ ႏွစ္ေပါင္း ----------- ႏွစ္ 
|__|__| 
၅။ အရန္သားဖြားဆရာမ အလုပ္မ ွ
လြ၍ဲ အဓိက ဝင္ေငြရသည့္ 
အျခား အလုပ္အကိုင္ 
၁။ မီွခုိ (ေမးခြန္း ၆(ခ) သို႔သြားပါ။) 






၈။ အျခား (ေဖာ္ျပပါ)------------------- 
|__|__| 
၆။ အျခားအလုပ္အကုိင္မွ ရရွိေသာ -------------------- |__|__|__|__|__|__|__| 
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(က) တစ္လ ပ်မ္းမွ် ဝင္ေငြ  က်ပ္ 
၆။ 
(ခ) 
မိသားစု၏ တစ္လပ်မ္းမွ်ဝင္ေငြ -------------------- 
 က်ပ္ 
|__|__|__|__|__|__|__| 
၇။ မိသားစုဝင္စုစုေပါင္း ------------------- ေယာက္ |__|__| 
၈။ လက္ရွ ိအိမ္ေထာင္ေရး 
အေျခအေန 















အပုိင္း ၂။ အရန္သားဖြားဆရာမသင္တန္းႏွင့္ၾကီးၾကပ္လမ္းညႊန္မႈ 
၁၁။ ပထမဆုံး အရန္သားဖြားဆရာမ 
သင္တန္း တက္သည့္ ခုႏွစ ္ ------------ခုႏွစ ္
 
၁၂။ ပထမဆုံး အရန္သားဖြားဆရာမ 
သင္တန္းကာလ ----------- လ 
|__| 
၁၃။ အရန္သားဖြားဆရာမအျဖစ္ 
စတင္ ထမ္းေဆာင္ သည့္ ကာလ 
(အကယ္၍ တစ္ႏွစ္ေအာက္ 
ျဖစ္ပါက "၀၀" ျဖည့္ပါ။) 
------------ ႏွစ္ |__|__| 
၁၄။ အရန္သားဖြားဆရာမႏွင့္ 
ဆက္စပ္သည့္ ဆင့္ပြား သင္တန္း 
ရရွိဘူးပါသလား။ 
၁။ ရ 
၂။ မရ (ေမးခြန္း ၁၇ သို႔သြားပါ) 
|__| 
၁၅။ ရရွိဘူးပါက ဘယ္ႏွစ္ၾကိမ္ ရဘူး 
ပါသလဲ။ ------------- ၾကိမ္ 
|__|__| 
၁၆။ ေနာက္ဆုံးအၾကိမ္ ရရိွဘူးသည္ ့
သင္တန္း ခုႏွစ္ ------------ခုႏွစ ္
 






၂။ မလုပ္ (ေမးခြန္း ၁၉ သုိ႔သြားပါ) 
|__| 













 (ေသြးေပါင္ခ်ိန္၊ ဆီးစစ္ျခင္းစသျဖင့္) 
|__| 
၂။ ကုိယ္ဝန္ေဆာင္ ေစာင့္ေရွာက္ျခင္းနွင့္ 
ဆုိင္သည့္ နွစ္သိမ့္ေဆြးေႏြးပညာေပးျခင္း 
|__| 
၃။ ကုိယ္ဝန္ေဆာင္မိခင္မွတဆင့္ HIV/AIDS 
ကူးစက္ျခင္းအား PMCT နွင့္ တျခား HIV 
နွင့္ ႏြယ္ေသာ အေၾကာင္းအရာ။ 
|__| 
၄။ ကုိယ္ဝန္ဆိပ္တက္ျခင္း၊ ျပဳစုေစာင့္ေရွာက္ 
ျခင္း။ 
|__| 
၅။ မီးတြင္းကာလေသြးသြန္ျခင္းနွင့္ ျပဳစု 
ေစာင့္ေရွာက္ျခင္း 
|__| 
၆။ မရရိွဘူးပါ |__| 
၇။ အျခား (ေဖာ္ျပပါ)-------------------------- |__| 
၂၀။ သားဖြားဆရာမတစ္ဦးအေနျဖင့္ 
ေက်းရြာ လူထု အတြင္း မီးဖြားျခင္း 
လုပ္ငန္းအား ေဆာင္ရြက္ပါ 
သလား။ 
၁။  လုပ္ 








၂၂။ သင္ AMW လုပ္သက္တေလွ်ာက္ 
ကုိယ္တိုင္ ေမြးခဲ့သည့္ မိခင္ေပါင္း ------------------- ေယာက္ 
|__|__|__| 
၂၃။ လြန္ခဲ့ေသာ တစ္နွစ္အတြင္း 
ေဖာ္ျပပါသင္တန္း တခုခုကုိ 
ရရွိခဲ့ဘူးပါသလား။ 
၁။ ရိုးရုိးေမြးျခင္းအား ေစာင့္ေရွာက္ျခင္း |__| 
၂။ Partograph အသံုးျပဳျခင္း |__| 
၃။ Active management of third stage of 
labour (တတိယအဆင့္ ေမြးဖြားျခင္း) 
|__| 
၄။ အေရးေပၚကုိယ္ဝန္ေစာင့္ေရွာက္ျခင္း 
 (Emergency obstetric care)/ 
အသက္ကယ္ ျခင္း/ Basic EmOc 
|__| 
၅။ ေသြးသြန္ျခင္းအား ျပဳစုေစာင့္ေရွာက္ျခင္း |__| 
၆။ မီးဖြားျပီးေနာက္ အဖ်ားရိွျခင္းအား ျပဳစု 
ေစာင့္ေရွာက္ျခင္း 
|__| 
၇။ အခ်င္းအားလက္ျဖင့္ခြာျခင္း |__| 






၉။ မရရိွဘူးပါ |__| 
၁၀။ အျခား (ေဖာ္ျပပါ)-------------------------- |__| 
၂၄။ အရန္သားဖြားဆရာမတေယာက္
အေနျဖင့္ ေမြးကင္းစ ကေလး 
ျပဳစုေစာင့္ေရွာက္ျခင္းအား 
ျပဳလုပ္ပါသလား။ 
၁။  လုပ္ 
၂။  မလုပ္ (ေမးခြန္း ၂၇ သုိ႔သြားပါ) 
|__| 





၂၆။ လြန္ခဲ့သည္ ့တစ္နွစ္အတြင္း 
ေဖာ္ျပပါ ေမြးကင္းစ ကေလး 
ျပဳစုေစာင့္ေရွာက္ျခင္း သင္တန္း 
အား ရရိွဘူး ပါသလား။ 
၁။  ေမြးကင္းစကေလး ေစာင့္ေရွာက္ျခင္း 
(Essential newborn care) 
|__| 
၂။  ေမြးကင္းစကေလး အသက္ရွဴနုိင္ရန ္
ေစာင့္ေရွာက္ ေပးျခင္း (ခြ် ဲစုပ္သည့္ပိုက္ 
အသံုးျပဳ၍) 
|__| 
၂၇။ သင့္အား သင့္လုပ္ငန္းႏွင့္ 
ပတ္သက္၍ ေနာက္ဆုံးအၾကိမ္ 
ရရွိခဲ့သည့္ ၾကီးၾကပ္လမ္းညႊန္မႈ 
၁။  ရဘူး (၃ လအတြင္း) 
၂။  ရဘူး (လြန္ခဲ့သည့္ ၃ လေက်ာ္က) 
၃။  တစ္ခါမွမရဘူး 
|__| 




၂။ မျဖစ္ (မျဖစ္ပါက ေမးခြန္း ၃၁ သို႔သြားပါ။) 
|__|__| 
၂၉။ ေတြ႔ဆံုခဲ့ပါက (၆)လအတြင္း 
ဘယ္ႏွစ္ၾကိမ ္ေတြ႔ဆုံခဲ့ပါသလဲ။ -----------ၾကိမ္ 
|__|__| 
၃၀။ သင္ရရွိသည့္ ၾကီးၾကပ္လမ္းညႊန္မႈ 
အား သင္ ေက်နပ္မႈ ရွိပါသလား။ 





၅။ ၾကီးၾကပ္လမ္းညႊန္မႈ လုံးဝေက်နပ္မႈမရွိပါ။  
|__| 






၃၂။ စာရင္းဇယား ျပဳစုေရးသြင္းျခင္း 
ျပဳလုပ္ရပါ သလား။ 
၁။  ရ 
၂။  မရ (မရပါက ေမးခြန္း ၃၅ သုိ႔သြားပါ။) 
|__| 
၃၃။ စာရင္းဇယား ျပဳစုေရးသြင္းရပါက 
ဘယ္ေလာက္ တစ္ခ်ိန္ စာရင္းျပဳစု 
ေပးပုိ႔ရပါသလဲ။  
၁။  တစ္ပါတ္တခါ 
၂။  (၂)ပါတ္တခါ 
၃။  တစ္လတခါ 




၅။  (၆)လတခါ 
၃၄။ သင္ေပးပုိ႔ေသာ စာရင္းဇယားႏွင့္ 






အပုိင္း ၃။ ကုိယ္ဝန္ေဆာင္ေစာင့္ေရွာက္မုွ၊ ေမြးဖြားျခင္းနွင့္ မီးတြင္းကာလဆုိင္ရာ ဗဟုသုတေမးျမန္းျခင္း 






၁။  ကြ်မ္းက်င္သူနွင့္ ေမြးဖြားရန္ အေရးၾကီးပံု |__| 
၂။  ေဆးရံု၊ေဆးခန္းတြင္ ေမြးဖြားသင့္ေၾကာင္း 
ေဆြးေႏြးျခင္း 
|__| 
၃။  မည္သည့္ေန႔ရက္တြင္ ေမြးဖြားနုိင္မည္ကုိ 
ခန္႔မွန္း တြက္ခ်က္ျခင္း 
|__| 
၄။  အနည္းဆံုး ကိုယ္ဝန္ (၄)ၾကိမ္ ျပသင့္ျခင္း |__| 
၅။  ေမးခုိင္ကာကြယ္ေဆး (၂)ၾကိမ္ ထုိးျခင္း |__| 
၆။  သံဓာတ္ပါေသာ အားေဆးစားျခင္း |__| 
၇။  ကုိယ္ဝန္ေဆာင္စဥ္ အႏၱရာယ္လကၡဏာ 
မ်ား ေဆြးေႏြးျခင္း 
|__| 
၈။  အစားအစာႏွင့္ပတ္သက္၍ မွ်တစြာ 
စားသုံးရန္ ေျပာၾကားျခင္း 
|__| 
၉။  နားနားေနေန ေနျခင္းနွင္ ့အေလးအပင္ 
အလြန္အကြ်ံ မျခင္းမွ ေရွာင္ၾကဉ္ျခင္း 
|__| 
၁၀။ အေရးေပၚအေျခအေနတြင္ အသံုးျပဳရန္ 
ေငြေၾကး စုေဆာင္းခုိင္းျခင္း 
|__| 
၁၁။ ကေလးမီးဖြားျခင္းအတြက္ ၾကိဳတင္ 
ျပင္ဆင္ျခင္း (ပစၥည္း၊ အခန္း စသျဖင့္) 
|__| 
၁၂။ က်န္းမာေရး ျပႆနာ တစ္စုံတစ္ရာ 
ေပၚပါက ခ်က္ခ်င္း ျပသျခင္း၊ ကုသမႈ 
ခံျခင္း 
|__| 
၁၃။ အေရးေပၚအေျခအေနအတြက္ လမ္းပန္း 
ဆက္သြယ္ျခင္းအား ၾကိဳတင္စဥ္းစားျခင္း 
|__| 
၁၄။ ပထမ (၆)လအတြင္း မိခင္နုိ႔ တစ္မ်ိဳး 
တည္းသာ တုိက္ေကြ်းရန္လုိျခင္း 




၁၅။ နုိ႔ဦးရည္တုိက္ေကြ်းျခင္း |__| 
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QUESTIONNAIRES & GUIDES
၁၆။ ကေလးအား ခ်က္ျခင္းနို႔တုိက္ေစျခင္း |__| 
၁၇။ ကေလးေမြးျပီးျပီးခ်င္း ေရမခ်ိဳးရန္ 
ရွင္းျပျခင္း 
|__| 
၁၈။ ကေလးခ်က္အတြင္းသ့ုိ မည္သည့္ 
ေဆးဝါး၊ ပစၥည္းမွ မထည့္ သင့္ေၾကာင္း 
ရွင္းျပျခင္း 
|__| 
၁၉။ ကုိယ္ဝန္ေဆာင္စဥ္ HIV/AIDS ေရာဂါ 
ရိွ/မရိွ ေသြးေဖာက္ စစ္ေဆးျခင္း 
|__| 
၂၀။ ကုိယ္ဝန္ေဆာင္စဥ္ ကာလသားေရာဂါ 
ရိွ/မရိွ ေသြးေဖာက္ စစ္ေဆးျခင္း 
|__| 
၂၁။ ျခင္ေထာင္ျဖင့္ အိပ္ေစျခင္း |__| 
၂၂။ တစ္ကုိယ္ရည္သန္႔ရွင္းျခင္းနွင့္ ပတ္ဝန္း 
က်င္ သန္႔ရွင္းေရးအား ရွင္းျပျခင္း။ 
|__| 
၂၃။ နုိ႔တုိက္ေကြ်းစဥ္ ရာသီထိန္နိုင္ျခင္း |__| 
၂၄။ ပံုမွန္ ဆရာမနွင့္ ျပသျခင္း |__| 
၃၆။ ေဆးရံုတြင္ ေမြးဖြားသင့္သည့္ 




၁။  အသက္ (၁၈)နွစ္ေအာက္မိခင္ |__| 
၂။  အသက္ (၃၅)နွစ္အထက္မိခင္ |__| 
၃။ အရပ္ ၄ေပ ၁၀လက္မေအာက္ရွိ မိခင္ |__| 
၄။  ယခင္ ဗုိက္ခြဲေမြးဖူးေသာ ရာဇဝင္ရွိမိခင္ |__| 
၅။  သားဦးကုိယ္ဝန္ |__| 
၆။  ခေလး (၅)ဦးအထက္ ကိုယ္ဝန္ |__| 
၇။  အမႊာကုိယ္ဝန္ရွိေနျခင္း |__| 
၈။  အေနအထားမမွန္ေသာ ကုိယ္ဝန္ |__| 
၉။  အျခားေရာဂါမ်ားနွင့္ကုိယ္ဝန္ေဆာင္ျခင္း 




 (ကုိယ္ဝန္ပ်က္က်ျခင္း၊ အေသေမြးျခင္း) 
|__| 





၃၇။ ကုိယ္ဝန္ေဆာင္စဥ္ ၾကံဳေတြ႔ရ 




၁။  မိန္းမကုိယ္မွေသြးဆင္းျခင္း၊ ေရဆင္းျခင္း |__| 
၂။  သတိလစ္ျခင္း/တက္ျခင္း |__| 
၃။  ေခါင္းျပင္းထန္စြာကုိက္ျခင္း၊ အျမင္မႈန္ဝါး 
ျခင္း၊ လွ်ပ္စီး လက္သက့ဲသုိ႔ျဖစ္ျခင္း၊ 
နွစ္ထပ္ျမင္ျခင္း၊ အန္ျခင္း၊ ရင္ညြန္႔ 
ေအာင့္ျခင္း 
|__| 
၄။  ဖ်ားျခင္းနွင့္ အိပ္ယာမွ မထနုိင္ေလာက္ 
ေအာင္ အားနဲျခင္း 
|__| 
၅။ ဝမ္းဗုိက္အလြန္အမင္းေအာင့္ျခင္း |__| 
၆။  အသက္ရွဴျမန္ျခင္း၊ အသက္ရွဴခက္ျခင္း |__| 
၇။  မ်က္နွာ၊ လက္နွင္ ့ေျခမ်ားေဖာေရာင္လွ်င္၊ 
ဆီးနည္း သြား လွ်င္ 
|__| 
၈။  ေရမႊာေစာစီးစြာေပါက္ျခင္း  |__| 
၉။  ေသြးေပါင္တက္ျခင္း |__| 
၁၀။ ကုိယ္ဝန္ေဆာင္စဥ္ ကေလးလႈပ္ရွားမုွ 
ေလ်ာ့နည္း လွ်င္ (သို႔) မရွိလွ်င္ 
|__| 













၂။ ဗိုက္နာျခင္း (၁၂နာရီေက်ာ္ေအာင္ 
ဆက္တိုက္နာေနျခင္း) 
|__| 
၃။ ေမြးလမ္းေၾကာင္းမွ ေသြးမ်ားစြာဆင္းျခင္း 
(အခ်င္းမက်မီ) 
|__| 
၄။ ေမြးလမ္းေၾကာင္းမွ ေသြးမ်ားစြာဆင္းျခင္း 
(အခ်င္းျပည့္စံုစြာ ခ်ျပီးလွ်င္) 
(၅မိနစ္အတြင္း ေအာက္ခ ံပစၥည္း/ 
အဝတ္တြင္ ေသြးမ်ား ရႊနဲစ္ေနလွ်င္) 
|__| 
၅။ ကေလးထြက္ျပီး တစ္နာရီၾကာသည္အထိ 
အခ်င္းမက် လွ်င္ 
|__| 
၆။ အသက္ရွဴရန္ ခက္ခလဲာျခင္း၊ ေသြးလန္႔ 




၇။ တက္ျခင္း(သုိ႔)သတိလစ္ျခင္း |__| 
၈။ အႏၱရာယ္ရွိေသာဖ်ားျခင္း |__| 
၉။ ဝမ္းဗုိက္အျပင္းအထန္နာက်င္ျခင္း |__| 
၁၀။ ကေလးႏွလုံးခုန္ႏႈန္း (တစ္မိနစ္လွ်င္ 
၁၂၀ေအာက္ (သို႔) ၁၆၀ အထက္ 
ေရာက္လွ်င္) 
|__| 
၁၁။  ခ်က္ၾကိဳးကၽြံျခင္း |__| 
၁၂။ ကေလးအေနအထား ကန္႔လန္႔ျဖစ္ေန 
ျခင္း (Transverse lie) 
|__| 
၁၃။ တင္ပဆံုပိုင္းျဖင့္ ဦးတုိက္ျခင္း |__| 
၁၄။ ေသြးေပါင္တက္ျခင္း |__| 
၁၅။ ေရမႊာနည္း/ ေရမႊာေနာက္/ ေရမႊာ 
ငယ္ခ်ီးပါ 
|__| 













၁။  အသက္ရွဴခက္ချဲခင္း (တစ္မိနစ္လွ်င္ 
အၾကိမ္ ၆၀ ထက္ ပုိျခင္း (သုိ႔) 
ေလ်ာ့နည္းျခင္း) 
|__| 
၂။  အလြန္အမင္းငုိျခင္း (ဂဏွာမျငိမ္ျခင္း၊ 
အထိမခံျခင္း) 
|__| 
၃။  ခ်က္တစ္ဝိုက္ ေရာင္ရမ္းျခင္း၊ ျပည္တည္၊ 
ေသြးထြက္ျခင္း 
|__| 
၄။  မ်က္စိေယာင္၍ ျပည္ထြက္ျခင္း |__| 
၅။  တက္ျခင္း |__| 
၆။ ဖ်ားလွ်င္ |__| 
၇။  ကုိယ္ေအးစက္ေနလွ်င္ |__| 
၈။  နုိ႔လံုးဝမစုိ႔ေတာ့ျခင္း/ နုိ႔စုိ႔ ေလ်ာ့နည္း 
သြားျခင္း 
|__| 




၁၁။ လမေစ့၊ ေပါင္မျပည့္၊ ကေလးေသးလြန္း |__| 
၁၂။ အျခား(ေဖာ္ျပပါ)------------ |__| 




အၾကိမ္ မည္မွ် ရွိသင့္သနည္း။ 






၁။  ပထမ ၄လအတြင္း ေစာနုိင္သမွ်ေစာေစာ |__| 
၂။  ကုိယ္ဝန္ ၆လမွ ၇လအတြင္း |__| 
၃။ ကိုယ္ဝန္ ၈လ |__| 
၄။  ကုိယ္ဝန္ ၉လ |__| 
၅။ အေျဖမမွန္ပါ |__| 








၄၃။ မည္သည့္ရက္မ်ားတြင္ မီးတြင္း 
ကာလ ေစာင့္ေရွာက္မႈအား 
ခံယူသင့္ပါသလဲ။ 
၁။ ေမြးျပီးျပီးခ်င္း (၂၄ နာရီအတြင္း) |__| 
၂။ ေမြးျပီး ၂ ရက္မ ွ၃ ရက္အတြင္း (၄၈ 
နာရီမွ ၇၂ နာရီ အတြင္း) 
|__| 
၃။ ေမြးျပီး ၇ ရက္ |__| 
၄။ ေမြးျပီး ၁၄ ရက္အတြင္း |__| 
၅။ အေျဖမမွန္ပါ |__| 
အပုိင္း ၄။ ကုိယ္ဝန္ေဆာင္စဥ္၊ မီးဖြားစဥ္ႏွင့္ မီးတြင္းကာလေစာင့္ေရွာက္မႈ အေလ့အထ 
၄၄။ လြန္ခဲ့သည္ ့(၆)လအတြင္း 
ကုိယ္ဝန္ေဆာင္ ေစာင့္ေရွာက္မႈ 
ေပးခ့ဲသည္ ့မိခင္ အေရအတြက္ 
---------------------- ေယာက္ |__|__| 
၄၅။ ကုိယ္ဝန္ေဆာင္ ေစာင့္ေရွာက္မႈ 




၁။  ကုိယ္ဝန္ေဆာင္မွတ္တမ္းတင္ျခင္း |__| 
၂။  ကုိယ္အေလးခ်ိန္ခ်ိန္ျခင္း |__| 
၃။  အရပ္တုိင္းျခင္း |__| 
၄။ ကုိယ္ဝန္ေဆာင္မႈရာဇဝင္ ေမးျမန္းျခင္း |__| 
၅။ ဝမ္းဗုိက္အားစမ္းသပ္ျခင္း |__| 
၆။ ေသြးေပါင္ခ်ိန္ျခင္း |__| 
၇။ ဆီးစစ္ျခင္း |__| 
၈။ ကေလးနွလံုးခုန္ႏႈန္းစမ္းသပ္ျခင္း |__| 
၉။ ကုိယ္ဝန္ေဆာင္အားေဆးေပးျခင္း |__| 




၁၂။ ေမြးဖြားမည့္ရက္အား ခန္႔မွန္းျခင္း |__| 
၁၃။ ေသြးအားနည္းျခင္းအား ၾကည့္႐ႈျခင္း |__| 
၁၄။ အျခား (ေဖာ္ျပပါ) ----------------------- |__| 
၄၆။ ကုိယ္ဝန္ေဆာင္ ေစာင့္ေရွာက္မႈ 
အား မည္သည့္ေနရာတြင္ 
အမ်ားဆံုး ျပဳလုပ္ပါ သနည္း။ 
၁။ မိမိအိမ္ 
၂။ လူနာအိမ္ 
၃။ ဥကၠဌအိမ္/ ဓမၼာ႐ုံ/ စာသင္ေက်ာင္း 





၄၇။ လြန္ခဲ့သည္ ့(၆)လအတြင္း  
အထက္သုိ႔ လႊဲေျပာင္းျပသခ့ဲရ 
သည့္ ကုိယ္ဝန္ေဆာင္ မိခင္ 
အေရအတြက္ 
--------------- ေယာက္ |__|__| 
၄၈။ အမ်ားဆံုး လႊဲေျပာင္းေပးပုိ႔ခဲ့ရ 
သည့္ အေၾကာင္းရင္း (ေဖာ္ျပပါ) 
၁။ သားဦးကုိယ္ဝန္ |__| 
၂။ ကုိယ္ဝန္ေဆာင္အၾကိမ္မ်ားေသာမိခင္ |__| 
၃။ အရပ္ပုျခင္း |__| 
၄။ အမႊာျဖစ္ျခင္း |__| 
၅။ ကုိယ္ဝန္အေနအထားမမွန္ျခင္း |__| 
၆။ ကုိယ္ဝန္ဆိပ္တက္ျခင္း |__| 
၇။ ကုိယ္ဝန္ေဆာင္ရာဇဝင္မေကာင္းျခင္း |__| 
၈။ ေရာဂါနွင့္တြေဲနေသာ ကုိယ္ဝန္ |__| 
၉။ ကုိယ္ဝန္ပ်က္က်ျခင္း |__| 
၁၀။ ေဖာေရာင္ျခင္း |__| 
၁၁။ ေသြးတုိးျခင္း |__| 
၁၂။ ရက္လြန္ျခင္း |__| 
၁၃။ မိခင္၏အသက္အရြယ္ (၁၈နွစ္ေအာက္ 
(သုိ႔) ၃၅နွစ္ အထက္) 
|__| 


















၅၁။ ေပးဖူးပါက ဘာေဆးေပးပါသလဲ ၁။ သံဓာတ္အားေဆး (FeSO4, Iron/folate) |__| 
၂။ အားေဆး/ Vitamin A |__| 
၃။ သံခ်ေဆး |__| 
၄။ B1 |__| 
၅။ Paracetamol |__| 
၆။ Amoxil |__| 
၇။ ORS |__| 
၈။ Burmeton |__| 
၉။ အျခား (ေဖာ္ျပပါ) ------------------ |__| 
၅၂။ လြန္ခဲ့ေသာ (၆)လအတြင္း 
စုစုေပါင္း မီးဖြားေပးခ့ဲသည့္ 
မိခင္ေပါင္း 
------------- ေယာက္ |__|__| 






၅၄။ မီးဖြားရာတြင္ တစ္ခါသုံးေမြးထုတ္ 
အား အသုံးျပဳေလ့ ရွိပါသလား 
၁။ အသုံးျပဳသည္ 
၂။ အသုံးမျပဳပါ (ေမးခြန္း ၅၇ သုိ႔သြားပါ) 
|__| 
၅၅။ တစ္ခါသုံးေမြးထုတ္အား အသုံးျပဳ 
ရာတြင္  
၁။ အျမအဲသုံးျပဳသည္ (၈၀-၁၀၀%) 
၂။ အမ်ားအားျဖင့္ အသုံးျပဳေလ့ရိွသည္  
    (၅၀-၈၀%) 
၃။ တဝက္အသံုးျပဳသည္ (၅၀%) 
၄။ တစ္ခါတစ္ရံအသုံးျပဳသည္ (၂၅-၅၀%) 
၅။ အသုံးျပဳမႈနည္းပါးသည္ (<၂၅%) 
|__| 
၅၆။ လက္ရွ ိသင့္လက္ထဲတြင္ရွိေသာ 
တစ္ခါသုံး ေမြးထုတ္အေရအတြက္ -------------------ထုတ္ 
|__|__| 
၅ရ။ Partograph အသံုးျပဳေလ့ ရိွပါ 
သလား။ 
၁။ အသုံးျပဳေလ့ရွိသည္။ 
၂။ အသုံးျပဳေလ့မရိွပါ (ေမးခြန္း ၅၉သုိ႔သြားပါ) 
|__| 
၅၈။ သင့္အေနျဖင့္ Parto-graph 
အသံုးျပဳ၍ ေမြးဖြားျခင္းအား 
မည္သုိ႔ ျပဳလုပ္ပါသလဲ။ 
၁။ အျမအဲသုံးျပဳသည္ (၈၀-၁၀၀%) 
၂။ အမ်ားအားျဖင့္ အသုံးျပဳေလ့ရိွသည္  
    (၅၀-၈၀%) 
၃။ တဝက္ခန္႔အသံုးျပဳသည္ (၅၀%) 
၄။ တစ္ခါတစ္ရံအသုံးျပဳသည္ (၂၅-၅၀%) 




၅၉။ တတိယအဆင့္ ေမြးဖြားျခင္းတြင္ 
သင္ ေဆာင္ရြက္ေသာ လုပ္ငန္း 
မ်ားကုိ ေဖၚျပပါ။ 
၁။ ကေလးေမြးဖြားျပီးသည္နွင့္ misoprostol 
တုိက္ေကြ်းျခင္း 
|__| 
၂။ အခ်င္းေမြးထြက္မလာမီ ခ်က္ၾကိဳးကုိ 
ဖိညွပ္ျပီး ျဖတ္ျခင္း 
|__| 
၃။ ခ်က္ၾကိဳးကုိထိန္း၍ အခ်င္းက်ေစရန္ 
ေဆာင္ရြက္ ေပးျခင္း 
|__| 
၄။ သားအိမ္ထိပ္လံုး မာလာေအာင္ 
ပြတ္ေပးျခင္း 
|__| 
၅။ အခ်င္းနွင့္ အေျမႇးပါးမ်ား စံုမစုံ 
စစ္ေဆးျခင္း 
|__| 
၆၀။ သင့္အေနျဖင့္ တတိယအဆင့္ 
ေမြးဖြားျခင္း (Active 
management of third stage of 
labour) အား ရိုးရုိးေမြးလူနာမ်ား 
တြင္ ျပဳလုပ္ေလ့ ရွိပါသလား။ 






၆၁။ ေမြးဖြားျပီး ေသြးသြန္ျခင္းအား 
ၾကံဳဖူးပါ သလား 
၁။ ၾကဴံဘူးသည္ 
၂။ မၾကဳံဘူး ပါ 
|__| 
၆၂။ Misoprostol ေဆးအား မီးတြင္း 
ေသြးသြန္ ျခင္းအား ကာကြယ္ရန္ 
မိခင္အား ေပးေလ့ ရိွပါ သလား။ 
၁။ ေပးဘူး 
၂။ မေပးဘူးပါ (ေမးခြန္း ၆၆ သို႔သြားပါ) 
|__| 
၆၃။ Misoprostol ေဆးအား မည္သည့္ 
အခ်ိန္တြင္ ေပးပါသလဲ။ 
၁။ ကေလးထြက္ျပီးျပီးခ်င္း တစ္မိနစ္အတြင္း 
၂။ ကေလးပုခုံးထြက္သည္နွင့္ တျပိဳင္နက္ 
၃။ အခ်င္းခ်ျပီးေနာက္ 
၄။ အျခား (ေဖာ္ျပပါ) -------------------- 
|__| 
၆၄။ ေမြးမိခင္အား Misoprostol 
ေဆးျပား ဘယ္နွစ္ျပား တုိက္ပါ 
သလဲ။ 
--------- ျပား |__| 








၆၆။ သင့္တြင္ ကုိယ္အပူခ်ိန္တုိင္း 
သာမုိမီတာ ရွိပါသလား။ 
၁။ ရိွ 






၆၇။ သာမုိမီတာရိွပါက မီးတြင္းကာလ 
မိခင္အား မည္သုိ႔ တုိင္းေလ့ရွိ 
ပါသလဲ။ 
၁။ အျမအဲသုံးျပဳသည္ (၈၀-၁၀၀%) 
၂။ အမ်ားအားျဖင့္ အသုံးျပဳေလ့ရိွသည္ 
    (၅၀-၈၀%) 
၃။ တဝက္ခန္႔အသံုးျပဳသည္ (၅၀%) 
၄။ တစ္ခါတစ္ရံအသုံးျပဳသည္ (၂၅-၅၀%) 
၅။ အသုံးျပဳမႈနည္းပါးသည္ (<၂၅%) 
|__| 
၆၈။ သင္ျပဳလုပ္ခဲ့သည့္ ေမြးကင္းစ 
ကေလး ေစာင့္ေရွာက္မႈ လုပ္ငန္း 
မ်ားမွာ 
၁။ ႏွာေခါင္း၊ ပါးစပ္ရွ ိအညစ္အေၾကးမ်ားအား 
အဝတ္စျဖင့္ သန္႔ရွင္းျခင္း 
|__| 
၂။ ခၽြဖဲယ္ပစ္ရန္လုိအပ္ပါက ခၽြဖဲယ္ျခင္း |__| 
၃။ ေႏြးေထြးစြာထားျခင္း |__| 
၄။ ခ်က္ျခင္း မိခင္ႏို္႔တိုက္ေကၽြးျခင္း |__| 
၅။ မ်က္ေစ့သန္႔ရွင္းျခင္း |__| 
၆။ ခ်က္ကုိ စစ္ေဆးျခင္း |__| 
၇။ ေပါင္ခ်ိန္ |__| 
၈။ အဂၤါစံ/ုမစံုၾကည့္ |__| 
၉။ အျခား(ေဖာ္ျပပါ)-------------- |__| 
၆၉။ သင့္တြင္ ေမြးကင္းစကေလးအား 
အသက္ ရွဴရာတြင္ အသံုးျပဳသည့္ 
ခြ် ဲစုပ္ပိုက္ ရိွပါ သလား 
၁။ ရိွ 
၂။ မရိွပါ (ေမးခြန္း ၇၁ သုိ႔သြားပါ) 
|__| 





၂။ မကူညီဘူးပါ   
|__| 
၇၁။ လြန္ခဲ့သည္ ့(၆)လအတြင္း 
မီးဖြားစဥ္တြင္ ကုိယ္ဝန္ေဆာင္ 
မိခင္အား လႊဲေျပာင္း ေပးဘူးသည့္ 
အေရအတြက္ 
------------ ေယာက္ 







၇၂။ အမ်ားဆံုး လႊဲေျပာင္းေပးခ့ဲရသည့္ 
အဓိက အေၾကာင္းရင္းမွာ 
၁။ မီးဖြားခ်ိန္ၾကာျမင့္ျခင္း |__| 
၂။ ေရမႊာေပါက္ျပီး (၆)နာရီေက်ာ္သည္အထိ 
ဗိုက္မနာ ေတာ့ျခင္း 
|__| 
၃။ တက္ျခင္း |__| 
၄။ ေသြးသြန္ျခင္း |__| 
၅။ ခ်က္ၾကိဳးကြ်ံျခင္း |__| 
၆။ အခ်င္းကပ္ျခင္း |__| 
၇။ အသက္ရွဴခက္ချဲခင္း |__| 
၈။ ေမြးကင္းစကေလး အႏၱရာယ္လကၡဏာ 
ရွိျခင္း 
|__| 
၉။ အျခား (ေဖာ္ျပပါ) --------------- |__| 
၇၃။ လႊဲေျပာင္းဘူးပါက မည္သည့္ 






၅။ အျခား (ေဖာ္ျပပါ) ------------------- 
|__| 





၇၅။ လြန္ခဲ့သည္(့၃)နွစ္အတြင္း မိခင္ 
ေသဆံုးျခင္း ၾကံဳဘူးပါသလား။ 
၁။ ၾကံဳဘူးသည္။ 
၂။ မၾကံဳဘူးပါ။ (ေမးခြန္း ၇၇ သုိ႔ သြားပါ) 
|__| 
၇၆။ ၾကံဳဘူးပါက ေသဆံုးမိခင္ 
အေရအတြက္ 
------------------ ေယာက္ |__|__| 
၇၇။ လြန္ခဲ့သည္(့၆)လအတြင္း မီးတြင္း 
ကာလ ေစာင့္ေရွာက္ခဲ့သည့္ မိခင္ 
အေရအတြက္ 
------------------ ေယာက္ |__|__| 
၇၈။ မီးတြင္းကာလ ေစာင့္ေရွာက္မႈအား 




၃။ အျခား (ေဖာ္ျပပါ)--------------- 
|__| 









၈၀။ မီးတြင္းကာလ ေစာင့္ေရွာက္မႈ 
ေပးရာတြင္ ေဆာင္ရြက္သည့္ 
လုပ္ငန္းမ်ားမွာ 
၁။ ေသြးဆင္းျခင္းနွင့္ ေသြးအေရာင္အား 
ၾကည့္ျခင္း 
|__| 
၂။ အဖ်ားတုိင္းျခင္း ရိွ/မရွိစစ္ေဆးျခင္း |__| 
၃။ ေမြးကင္းစကေလးအား ၾကည့္ရုွျခင္း |__| 










၈။ သားအိမဝပ်မဝပ်ကြည့်  
၉။ အျခား (ေဖာ္ျပပါ) ------------------- |__| 
၈၁။ မီးတြင္းကာလ (၁၄)ရက္အတြင္း 
သင္ အၾကမ္းမ်ဥ္း သြားေရာက္ 
ၾကည့္ရွဳသင့္သည့္ ပ်မ္းမွ် အၾကိမ ္
ေပါင္း 
------------ ၾကိမ ္ |__|__| 
၈၂။ မီးတြင္းကာလမိခင္အား ဖ်ားနာ 
ျခင္းေၾကာင့္ ပဋိဇီဝေဆး 
(Antibiotic) ေပးဘူးပါသလား။ 
၁။ ေပးဘူး  
၂။ မေပးဘူး (ေမးခြန္း ၈၄ သုိ႔သြားပါ) 
|__| 
၈၃။ ေပးဘူးပါက ဘာေဆး 
ေပးေလ့ရွိပါသလဲ။ 
၁။ Ampicillin |__| 
၂။ Gentamycin |__| 
၃။ Septrin |__| 
၄။ Metronidazole |__| 
၅။  အျခား (ေဖာ္ျပပါ) -------------- |__| 
၈၄။ ကုိယ္ဝန္ေဆာင္ မိခင္အား 
ေဆးထုိးေပးဘူး ပါသလား 
၁။ ေဆးထုိးဘူးသည္ 
၂။ ေဆးမထုိးဘူးပါ (ေမးခြန္း ၈၆ သို႔သြားပါ) 
|__| 
၈၅။ ထုိးဘူးပါက ဘာေဆးထုိးပါသလဲ ၁။ အားေဆး (IM) |__| 
၂။ အားေဆး (IV) |__| 
၃။ ပုလင္းၾကီးခ်ိတ္ေပးျခင္း (Drip line) |__| 
၄။ သားအိမ္က်ံဳ႕ေဆး (Oxytocin/ 
Syntocinon) 
|__| 
၅။ Depo |__| 333
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၆။ ATT |__| 
၇။ Diclofenic injection |__| 
၈။ အျခား (ေဖာ္ျပပါ) ------------- |__| 
၈၆။ ပဋိသေႏၶတားေဆး ေပးဘူးပါ 
သလား 
၁။ ေပးဘူး 






၁။ ေသာက္ေဆး |__| 
၂။ ထုိးေဆး |__| 
၃။ Condom |__| 
၄။ အျခား (ေဖာ္ျပပါ) ------------- |__| 
၈၈။ ေမြးဖြားျခင္းအတြက္ 
သင္ရရွိေသာေငြေၾကး (ပ်မ္းမွ်) 
--------------- ---က်ပ္ |__|__|__|__|__|__| 
ပစၥည္းေပးျခင္း (ေဖာ္ျပပါ။) ------------- |__| 
အပုိင္း ၅။ မိခင္နွင့္ကေလး ေစာင့္ေရွာက္ျခင္းနွင့္ပတ္သက္၍ ၾကဳံေတြ႔ရသည့္ အခက္အခဲ 
၈၉။ AMW kit ရဘူးပါသလား ၁။ ရဘူး 
၂။ မရဘူး (ေမးခြန္း ၉၁ သုိ႔သြားပါ) 
|__| 
၉၀။ ရဘူးပါက မည္သည့္ခုနွစ္က 
ရပါသလဲ။ ------------- နွစ ္
 
၉၁။ သင္ ကေလးမီးဖြားရာတြင္ အဓိက 
အသံုးျပဳ ေသာ ပစၥည္းမ်ားကုိ 
ေျပာျပပါ။ 
၁။ Forcep |__| 
၂။ Scissiors |__| 
၃။  တစ္ခါသံုးေမြးသန္႔ထုတ္ |__| 
၄။ ကေလးေပါင္ခ်ိန္စက္ |__| 
၅။ လူၾကီးေပါင္ခ်ိန္စက္ |__| 
၆။ သာမုိမီတာ |__| 
၇။ ဆပ္ျပာ |__| 
၈။ ေဆး (F/S, B1, သံခ်ေဆး) |__| 
၉။ ေသြးေပါင္ခ်ိန္စက္ |__| 
၁၀။ နားၾကပ္ |__| 
၁၁။ Betadine ေဆးရည္ |__| 











၃။ INGO မွေပး 
၄။ မကုန္ေသးပါ။ မျဖည့္ရေသးပါ။ 
|__| 
၉၃။ မိခင္ႏွင့္ ေမြးကင္းစကေလး 





၁။ ေငြေၾကးဆုိင္ရာအခက္အခဲ |__| 
၂။ လမ္းပန္းဆက္သြယ္ေရးဆုိင္ရာအခက္အခဲ |__| 
၃။ ပစၥည္းေဆးဝါးျပည့္စုံမႈမရိွျခင္း |__| 
၄။ ညႊန္းပို႔ရာတြင္ လူနာမ ွလုိက္နာမႈမရိွျခင္း |__| 
၅။ MW ေဆးရံု/ေဆးခန္းႏွင့္နီးလြန္းျခင္း |__| 
၆။ ကြ်မ္းက်င္မႈမရိွျခင္းေၾကာင့္ လူထုမွ 
ယံုၾကည္ ကုိးစားမႈ မရိွျခင္း 
|__| 
၇။ မိမိကုိယ္ပိုင္အလုပ္ႏွင့္ မ်ားျပားေသာ 
လုပ္ငန္း မ်ားအား တြလဲုပ္ေနရျခင္း 
|__| 
၈။ ျပည္သူလူထုဖက္မွ ပူးေပါင္းပါဝင္မႈ 
အားနည္းျခင္း 
|__| 
၉။ လုပ္ငန္းမ်ားစြာတြင္ ပါဝင္လုပ္ကုိင္ရျခင္း |__| 
၁၀။ အျခား(ေဖာ္ျပပါ) ---------------- |__| 
၉၄။ သင္၏လုပ္ငန္းအရည္အေသြး 
တုိးတက္ရန ္အတြက္ အဓိက 
လုိအပ္ေသာ 
အေထာက္အပ့ံမ်ားကုိ ေဖာ္ျပပါ။ 
၁။ ေငြေၾကးအေထာက္အပ့ံလိုျခင္း/ လစာ 
ရလုိျခင္း 
|__| 
၂။ ေဆးဝါး/ပစၥည္းလုိျခင္း |__| 






၅။ အသိအမွတ္ျပဳေစလုိျခင္း (အစုိးရဝန္ထမ္း 
/ Incentive / ပ့ံပိုးကူညီမႈဆုိင္ရာ 
သင္တန္းဆင္း လက္မွတ္/ အသိအမွတ္ျပဳ 
လက္မွတ္/ Certificate/ အကႌ်/ ဦးထုပ္) 
|__| 
၆။  လုပ္ငန္းအေထာက္အကူျပဳျခင္း၊ ပစၥည္း 
ရရွိလုိျခင္း (ဖုန္း၊ ဆုိင္ကယ္၊ မီးစက္၊ 
ေဆးခန္း) 
|__| 
၇။ ေဆးကုသမႈ၊ ေဆးထုိးႏုိင္ခြင့္ရျခင္း |__| 
၈။ အျခား (ေဖာ္ျပပါ) --------------- |__| 
 
၉၅။ သင္ မိခင္ႏွင့္ကေလး ၁။ ပါဝင္ |__| 336
QUESTIONNAIRES & GUIDES
ေစာင့္ေရွာက္မႈ လုပ္ငန္းအျပင္ 
အျခား က်န္းမာေရး လုပ္ငန္းတြင္ 
ပါဝင္ရပါသလား။ 
၂။ မပါဝင္ပါ (ေမးခြန္း ၉၇ သို႔သြားပါ) 
၉၆။ ထုိလုပ္ငန္းမ်ားမွာ ၁။ ပတ္ဝန္းက်င္သန္႔ရွင္းေရး |__| 
၂။ အျခား အေရးေပၚလူနာ ညႊန္းပို႔ရာတြင္ 
ကူညီျခင္း (ဥပမာ-ေျမြကုိက္) 
|__| 
၃။ အျခားေနမေကာင္းလူနာၾကည့္ျခင္း |__| 
၄။ က်န္းမာေရးပညာေပးျခင္း |__| 






၇။ အျခား (ေဖာ္ျပပါ) --------------- |__| 
၉၇။ အျခား က်န္းမာေရးဆုိင္ရာ 
volunteer လုပ္ျခင္း ရိွ/မရိွ 
၁။ ရိွ 
၂။ မရိွ (ေမးခြန္း ေမးျမန္းျခင္းျပီးဆံုးပါျပီ။)  
|__| 
၉၈။ ရွိပါက ပါဝင္သည့္ volunteer 
လုပ္ငန္း 
၁။ PSI RH volunteer |__| 
၂။ S/C MCH volunteer |__| 
၃။ Community Health Worker |__| 
၄။ MSI health worker |__| 
၅။ Malaria volunteer (S/C, MMA, MHAA, 
Government, PSI) 
|__| 
၆။ TB volunteer (MMA, Government, 
PSI) 
|__| 
၇။ CCM volunteer |__| 








Appendix C3:  Guides used for the Inhaled Oxytocin Study (English) 
Qualitative Guide (Inhaled Oxytocin study)  
Research tools will be translated in local languages and wording adapted as necessary to 
suit study settings and target groups in collaboration with the in-country research team.  
Questionnaires for study participants 
Women who have given birth in the last three years 
QUESTIONNAIRE – WOMEN WHO HAVE GIVEN BIRTH IN THE LAST THREE YEARS 
Focus group session #:  Date:  
Participant ID code:  
Age (years)  
Number of children  
Marital status (tick one) 
• Married 
• Widowed 
• Divorced or separated 
• Others ((please specify): 
Date of last childbirth  
Location of last childbirth (tick one) 
• Home 
• Local facility 
• Hospital 
• Other (please specify): 




• Traditional birth attendant/village doctor 
• Community health worker 
• Nurse/midwife 
• Obstetrician 
• Other (specify) 
Were there any complications during your last childbirth? 




Did you receive any medication during/after your last childbirth? 








TBAs, community-based birth attendants/volunteers, nurses, midwives 
QUESTIONNAIRE – BIRTH ATTENDANTS 
Focus group/interview session #:  Date:  
Participant ID code:  
Job title: Age: 
PERSONAL DETAILS 
Education 
• No formal schooling 
• Primary school 
• Secondary school 
• Higher 
• University 
Birth attendance training/qualifications 




Duration of training: Year completed: 
Birth attendance experience 
Number of years practicing: 
 




Postpartum care responsibilities  
(tick as applicable) 
• Administration of a uterotonic 
• Controlled cord traction 
• Uterine massage 
• Other: 
FOLLOWING SECTION FOR FACILITY-BASED BIRTH ATTENDANTS ONLY 
FACILITY DETAILS 
Name of Facility  
Facility level/classification Sub-centre 









Region/town/village  Population served  
Number of births  Per month:  Per year: 
Healthcare providers employed 
(Specify number) 




MANAGEMENT OF LABOUR AND USE OF OXYTOCIN AT YOUR FACILITY 
Is active management of third stage of labour practiced at every birth? 
 No  
 Yes 
 
• Uterine massage 
• Controlled cord traction 
• Administration of a uterotonic 
By who? 
Is oxytocin used for PPH prevention? 











Is oxytocin given at every delivery to prevent PPH? 
• Always (>95%) 
• Often (70-95%) 
• Sometimes (30-70%) 
• Infrequently (<30%) 
How often has oxytocin been used for 
prevention in the last month/year? 
 
Is oxytocin used for PPH treatment? Is oxytocin used for other purposes? 

















OXYTOCIN AVAILABILITY AT YOUR FACILITY 
How often is oxytocin available? 
• Always (>95%) 
• Often (70-95%) 
• Sometimes (30-70%) 
• Infrequently (<30%) 
Currently available?  
• No 
• Yes→Can this be shown? 
How often are the required needles/syringes/swabs 
available to administer oxytocin? 
• Always (>95%) 
• Often (70-95%) 
• Sometimes (30-70%) 
• Infrequently (<30%) 
Currently available?  
• No 
• Yes 
COLD STORAGE AVAILABILITY AT YOUR FACILITY 
Is cold storage available? 
• No 
• Yes 
Is oxytocin stored in the cold storage? 
• No 
• Yes 
Are the cold storage facilities always 
functional? 
• Always (>95%) 
• Often (70-95%) 
• Sometimes (30-70%) 
• Infrequently (<30%) 
Is temperature of cold storage facility monitored? 
• No 
• Yes→Can this be shown? 
SUPPLY OF OXYTOCIN AT YOUR FACILITY 
Supplier/distributer: Manufacturer: 




• Don’t know 





PROVIDERS WHO ATTEND BIRTHS AT YOUR FACILITY 
Which healthcare providers attend births at this facility? 
Community health worker 




















Discussion guides for focus group discussions 
Women who gave birth within the last three years 
Theme, questions and probes 
Current practices around childbirth 
Can you tell me about your last childbirth? 
• Where did you give birth? 
• What were the reasons for giving birth there? 
• Who was present, and what role did they play? 
• Who helped you with the birth? 
• Who made the decisions about what happened during childbirth? 
• What happened after the baby was born? 
What can you tell me about medications that are used during or after childbirth?  
• Are you aware of any medications used at childbirth? Which one(s)? 
• Would you want medication used at childbirth? Why/why not? 
• How are medications used at childbirth obtained (provided by birth attendant, self-purchase, 
other)? 
• How much do they cost (if known)? 
• Who decides what medications are used? 
Perceptions and cultural beliefs around birth/postpartum period/bleeding 
Can you tell me about your views toward childbirth? 
• Are there risks involved? 
• In general do women need help with birth? 
• What do you think of the time immediately after birth? 
• In general do women need help during this time? 
Can you tell me what you know about bleeding after childbirth? 
• Does bleeding occur after childbirth? 
• Is it a problem or dangerous? 
• Is there anything you could do to prevent too much bleeding before it happens? 
• How do you know if there is too much bleeding? 
• What would you do if there were too much bleeding?  
• Would you seek help? How? From where? 
• Are you aware of medications used to prevent too much bleeding? Which one(s)?  
• Would you want the doctor/nurse to give you a medication after birth to prevent too much 
bleeding? Why/why not? 
Perspectives towards an inhaled medication product to prevent PPH 
Can you tell me what you think about inhaled medications? 
• General thoughts? 
• Is inhalation used for other medicines? Which ones? To treat what? 
• Have you used inhalers before? Which ones? 
• Would you want to use an inhaler instead of an injection/tablet/suppository? Why/why not? 
• Do you think they are as effective as injections/tablets/suppositories? Why/why not? 
**At this point the concept of inhaled oxytocin will be explained and a device will be shown as an 
example** 






• Would you want the doctor/nurse to give you an inhaler instead of an 
injection/tablet/suppository after you give birth? Why/why not? 
• Do you think you would be able to inhale something immediately after giving birth?  
• What would limit or improve your willingness to use an inhaler? Recommendation from 
friend/family/nurse/doctor? Taste/texture/smell? 
Perspectives towards inhaled medication  use outside facilities 
Can you tell me what you think about using an inhaled medication to prevent bleeding after 
childbirth outside of a health facility? 
• Would you want to use an inhaler if you were giving birth outside of a facility? Why/why not? 
• Do you think you would know how to use it? 
• Who do you think could/should help you use it? 
• How and when could you be given the device to make sure you had it with you when it came time 
to give birth? 






TBAs and community-based birth attendants/health volunteers 
Theme, questions and probes 
Current practices around childbirth 
Can you tell me about how childbirth and the postpartum period are managed? 
• Beside yourself, who else attends the birth? 
• What is your role/responsibility? 
• Do you use medication during labour or after the baby is born? Which ones/what for? 
• When would you refer a woman to a facility? 
• How would you refer her? 
Perceptions and cultural beliefs around birth/postpartum/bleeding 
Can you tell me about your views toward childbirth? 
• Are complications common? 
• Do women need help with birth? 
• What do people think of the time immediately after birth? 
• Do women need help during this time? 
Can you tell me what you know about bleeding after childbirth? 
• Does bleeding occur after childbirth? 
• Is it a problem or dangerous? 
• Is there anything you do to prevent too much bleeding? 
• How do you know if there is too much bleeding? How is blood loss measured? 
• What would you do if there were too much bleeding?  
• Are there medications used to prevent too much bleeding? Which one(s) 
Perspectives towards an inhaled medication to prevent PPH 
Can you tell me what you think about inhaled medications? 
• Is inhalation used for other medicines? Which ones?/To treat what? 
• Have you personally used an inhaler before? Which ones? 
• Have you helped someone else to use an inhaler? Which ones? 
• Would you want use an inhaler for a mother instead of an injection/tablet/suppository? 
Why/why not? 
• Do you think they are as effective as injections/tablets/suppositories? Why/why not? 
**At this point the concept of inhaled oxytocin will be explained and a device will be shown as an 
example** 
Can you tell me what you think about inhaled medications to prevent bleeding after childbirth? 
• Would you use an inhaler on a patient to prevent too much bleeding after birth? Why/why not? 







Questions for interviews 
Facility-based nurses/midwives 
Theme, questions and probes 
Current practices around childbirth 
Can you tell me about how childbirth and the postpartum period are managed at this facility? 
• Who attends births? 
• What is your role/responsibility? 
• How is a normal/uncomplicated childbirth managed? Who is the primary carer? 
• Is anything done to prevent PPH? What? By whom? 
• Is an uterotonic administered? Which one? How and when is it used (dose and timing of 
administration)?  
• What governs choice of uterotonic used? 
• When/why would you refer a woman to different facility? 
Oxytocin storage 
Can you tell me about the storage of oxytocin at this facility? 
• From where do you obtain your current supplies? 
• How/where is it stored?  
• If not refrigerated, why not?  
• Any problems associated with storage?  
• What would make storage of oxytocin easier/more practical? 
How/where are other medications used at childbirth stored? 
What if you had an oxytocin product that didn’t need to be refrigerated? 
• Would this be advantageous or disadvantageous or neither? Why? 
Oxytocin use 
Can you tell me about the use of oxytocin at this facility? 
• Is it used for augmentation of labour/PPH prevention/PPH treatment? 
• Is it always effective in preventing PPH? Do other uterotonics need to be used as well/ instead? 
• Is it practical to use? Any problems/difficulties associated with its use?  
• What would make use of oxytocin easier/more practical? 
Perspectives towards an inhaled oxytocin to prevent PPH 
Can you tell me what you think about inhaled medications? 
• Are they used for anything at this facility? If so, what are they used for? 
• Are they as effective as injections? Why/why not? 
**At this point the concept of inhaled oxytocin will be explained and a device will be shown as an 
example** 
Can you tell me what you think about inhaled oxytocin to prevent PPH? 
• Would it be practical/useful to deliver oxytocin via an inhaler after childbirth instead of an 
injection? More difficult/less difficult? Why? 
• Advantages and disadvantages of inhaled oxytocin compared to other uterotonics (including 
oxytocin injection)? What is the biggest disadvantage? What is the biggest advantage? 
• General thoughts?  
• Would you use it if it were available?  
• What would limit or improve your willingness to use it? Recommendation from 







Perspectives towards use of inhaled oxytocin at out-of-facility deliveries 
Can you tell me what you think about inhaled oxytocin being used outside of health facilities by 
family members, TBAs or women themselves? 
• Would this be suitable for use in home births? 
• Who should administer (mother/family member/TBA)? 
• Will the device be used properly?  
• Will it be used at the correct time?  






Theme and questions/probes 
Background information: 
Please outline obstetrics training and qualifications 
• Description of qualification? 
• Institution/training 
• Year completed? 
Please outline obstetrics experience 
• Number of years practicing? 
• Approximate number of deliveries per year? 
Please outline the types of facilities you have practiced at 
• Public/private? 
• Hospital/lower level clinic? 
• Urban/rural? 
Current practices around childbirth and PPH  
Can you tell me about how childbirth and the postpartum period managed in your facility? 
• Is anything done to prevent PPH? What? By who? 
• Is a uterotonic administered? Which one? How and when is it used (dose and timing of 
administration)?  
• What governs choice of uterotonic used? 
• When/why would you refer a woman to different facility? 
Oxytocin storage 
Can you tell me about the storage of oxytocin at this facility? 
• From where do you obtain your current supplies? 
• How/where is it stored?  
• If not refrigerated, why not?  
• Any problems associated with storage?  
• What would make storage of oxytocin easier/more practical? 
How/where are other medications used at childbirth stored? 
What if you had an oxytocin product that didn’t need to be refrigerated? 
• Would this be advantageous or disadvantageous or neither? Why? 
Oxytocin use 
Can you tell me about the use of oxytocin at this facility? 
• Is it used for augmentation of labour/PPH prevention/PPH treatment? 
• Is it always effective in preventing PPH? Do other uterotonics need to be used as well/ instead? 
• Is it practical to use? Any problems/difficulties associated with its use?  
• What would make use of oxytocin easier/more practical? 
Perspectives towards an inhaled oxytocin to prevent PPH 
**At this point the concept of inhaled oxytocin will be explained and a device will be shown as an 
example** 
Can you tell me what you think about inhaled oxytocin to prevent PPH? 
• Would it be practical/useful to deliver oxytocin via an inhaler instead of an injection? More 
difficult/less difficult? Why? 
• Advantages and disadvantages of inhaled oxytocin compared to other uterotonics (including 
oxytocin injection)? What is the biggest disadvantage? What is the biggest advantage? 
• General thoughts?  





• What would limit or improve your willingness to use it? Recommendation from 
colleagues/ministry of health? 
Perspectives towards use of inhaled oxytocin out-of-facilities 
Can you tell me what you think about inhaled oxytocin being used outside of health facilities by 
family members, TBAs or women themselves? 
• Would this be suitable for use in home births? 
• Who should administer (mother/family member/TBA)? 
• Will the device be used properly?  
• Will it be used at the correct time?  








Interviews will cover some subset of this information depending on the position and 
knowledge of the interviewee. 
Theme and questions/probes 
Background information 
Please provide details of your current position 
• Job title? 
• Organisation? 
• Department (if applicable)? 
• Overview of role/responsibilities? 
• Duration for which position has been held? 
Perspectives towards an inhaled oxytocin product to prevent PPH 
**At this point the concept of inhaled oxytocin will be explained and a device will be shown as 
an example** 
Can you tell me what you think about an inhaled medication to prevent PPH in a health facility? 
• General thoughts?  
• How would it compare with other available routes of medication administration (injections, 
tablets…)? 
• Perceived advantages and disadvantages of inhaled oxytocin?  
• What is the biggest disadvantage? What is the biggest advantage? 
• How does it/could it align with existing health practices and programs? 
• Would you actively support/encourage its introduction in facilities? 
• What would limit or improve acceptance/endorsement of this? 
Perspectives towards use of inhaled oxytocin out-of-facilities 
Can you tell me what you think about an inhaled medication to prevent PPH in births that occur 
outside a health facility? 
• Would this be suitable for use in home births? 
• If so, who should be responsible for administration?  
• How should/could the product and training be provided? 
• Would you actively support/encourage its introduction for use at home births? 







Current usage of oxytocin  
Can you tell me about how oxytocin is used and supplied to health facilities/your facility? 
• Where do you get it from? 
• Is oxytocin always available when ordered? 
• How often are deliveries received? 
• Is oxytocin always refrigerated when delivered? 
Can you tell me about the current storage of oxytocin? 
• How common are stock-outs in your facility/shop? 
• How/where is it stored?  
• If not refrigerated why not?  
• How are temperature insensitive products stored? 
• Any problems associated with storage?  
• What would make storage of oxytocin easier/more practical? 
What if you had an oxytocin product that didn’t need to be refrigerated? 
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